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ABSTRACT 
Background and significance 
 
Nurses’ job dissatisfaction is associated with negative nursing and patient outcomes. 
One of the most powerful reasons for nurses to stay in an organisation is satisfaction with 
leadership. However, nurses are frequently promoted to leadership positions without 
appropriate preparation for the role. Although a number of leadership programs have been 
described, none have been tested for effectiveness, using a randomised control trial 
methodology.  
Aims 
The aims of this research were to develop an evidence based leadership program and 
to test its effectiveness on nurse unit managers’ (NUMs’) and nursing staff’s (NS’s) job 
satisfaction, and on the leader behaviour scores of nurse unit managers. 
Methods 
First, the study used a comprehensive literature review to examine the evidence on job 
satisfaction, leadership and front-line manager competencies. From this evidence a summary 
of leadership practices was developed to construct a two component leadership model. The 
components of this model were then combined with the evidence distilled from previous 
leadership development programs to develop a Leadership Development Program (LDP). 
This evidence integrated the program’s design, its contents, teaching strategies and learning 
environment. Central to the LDP were the evidence-based leadership practices associated 
with increasing nurses’ job satisfaction. A randomised controlled trial (RCT) design was 
employed for this research to test the effectiveness of the LDP. A RCT is one of the most 
powerful tools of research and the use of this method makes this study unique, as a RCT has 
never been used previously to evaluate any leadership program for front-line nurse 
managers. Thirty-nine consenting nurse unit managers from a large tertiary hospital were 
randomly allocated to receive either the leadership program or only the program’s written 
information about leadership. Demographic baseline data were collected from participants in 
the NUM groups and the nursing staff who reported to them. Validated questionnaires 
measuring job satisfaction and leader behaviours were administered at baseline, at three 
months after the commencement of the intervention and at six months after the 
commencement of the intervention, to the nurse unit managers and to the NS. Independent 
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and paired t-tests were used to analyse continuous outcome variables and Chi Square tests 
were used for categorical data. 
Results 
The study found that the nurse unit managers’ overall job satisfaction score was higher 
at 3-months (p = 0.016) and at 6-months p = 0.027) post commencement of the intervention 
in the intervention group compared with the control group.  Similarly, at 3-months testing, 
mean scores in the intervention group were higher in five of the six “positive” sub-categories 
of the leader behaviour scale when compared to the control group. There was a significant 
difference in one sub-category; effectiveness, p = 0.015. No differences were observed in 
leadership behaviour scores between groups by 6-months post commencement of the 
intervention. Over time, at three month and six month testing there were significant increases 
in four transformational leader behaviour scores and in one positive transactional leader 
behaviour scores in the intervention group. Over time at 3-month testing, there were 
significant increases in the three leader behaviour outcome scores, however at 6-months 
testing; only one of these leader behaviour outcome scores remained significantly increased. 
Job satisfaction scores were not significantly increased between the NS groups at three 
months and at six months post commencement of the intervention. However, over time 
within the intervention group at 6-month testing there was a significant increase in job 
satisfaction scores of NS. There were no significant increases in NUM leader behaviour 
scores in the intervention group, as rated by the nursing staff who reported to them. Over 
time, at 3-month testing, NS rated nurse unit managers’ leader behaviour scores significantly 
lower in two leader behaviours and two leader behaviour outcome scores. At 6-month 
testing, over time, one leader behaviour score was rated significantly lower and the non-
transactional leader behaviour was rated significantly higher. 
 
Discussion 
The study represents the first attempt to test the effectiveness of a leadership 
development program (LDP) for nurse unit managers using a RCT. The program’s design, 
contents, teaching strategies and learning environment were based on a summary of the 
literature. The overall improvement in role satisfaction was sustained for at least 6-months 
post intervention. The study’s results may reflect the program’s evidence-based approach to 
developing the LDP, which increased the nurse unit managers’ confidence in their role and 
thereby their job satisfaction. Two other factors possibly contributed to nurse unit managers’ 
increased job satisfaction scores. These are: the program’s teaching strategies, which 
included the involvement of the executive nursing team of the hospital, and the fact that the 
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LDP provided recognition of the importance of the NUM role within the hospital. 
Consequently, participating in the program may have led to nurse unit managers feeling 
valued and rewarded for their service; hence more satisfied.  
 
Leadership behaviours remaining unchanged between groups at the 6 months data 
collection time may relate to the LDP needing to be conducted for a longer time period. This 
is suggested because within the intervention group, over time, at 3 and 6 months there were 
significant increases in self-reported leader behaviours. The lack of significant changes in 
leader behaviour scores between groups may equally signify that leader behaviours require 
different interventions to achieve change. Nursing staff results suggest that the LDP’s design 
needs to consider involving NS in the program’s aims and progress from the outset. It is also 
possible that by including regular feedback from NS to the nurse unit managers during the 
LDP that NS’s job satisfaction and their perception of nurse unit managers’ leader 
behaviours may alter. 
 
Conclusion/Implications 
This study highlights the value of providing an evidence-based leadership program to 
nurse unit managers to increase their job satisfaction. The evidence based leadership 
program increased job satisfaction but its effect on leadership behaviour was only seen over 
time. Further research is required to test interventions which attempt to change leader 
behaviours. Also further research on NS’ job satisfaction is required to test the indirect 
effects of LDP on NS whose nurse unit managers participate in LDPs. 
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Chapter 1 
 
1.1 Introduction 
Leadership in nursing has been recognised as playing a vital role in the job 
satisfaction of nurses (Volk & Lucas, 1991; Blegen, 1993; Morrison, Jones 
& Fuller, 1997; McNeese-Smith, 1999; Fletcher, 2001; Upenieks, 2003; 
Laschinger & Finegan, 2005). The lack of job satisfaction in nurses and its 
negative consequences has been comprehensively documented in the 
literature (Irvine & Evans, 1995; Dunham-Taylor & Klafehn, 1995; Boyle, 
Bott, Hansen, Woods & Taunton, 1999). Aiken, Clarke and Sloane’s (2002a) 
large scale international study revealed a strong association between job 
satisfaction and staff nurse retention. Importantly, health care outcomes and 
patient satisfaction has been highly correlated with staff satisfaction (Firth-
Cozens & Mowbray, 2001).  
 
Previous research has identified numerous factors that positively 
influence nurses’ job satisfaction, including the central role of nurse leaders 
(Blegen, 1993; McNeese-Smith, 1999; Upenieks, 2003; Kramer & 
Schmalenberg, 2003; Manion, 2004; Force, 2005). Few of these studies 
however have rigorously evaluated which leadership practices are effective 
in successfully increasing nurses’ job satisfaction. In addition, no studies 
have used a randomised controlled trial to evaluate the effectiveness of a 
leadership development program (LDP) intervention on nurses’ job 
satisfaction. Consequently, the principles of evidence-based practice, which 
have in the main been confined to clinical practice, were applied in this 
study to construct a leadership model for nurse unit manager practice.  A 
leadership program was developed based on the model. 
 
The role of the nurse unit manager in Australia is ideally positioned to 
influence the job satisfaction of nurses who deliver direct patient care; 
however this group of nurses are not normally educated in effective 
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leadership practices that required to undertake the nurse unit manager role. 
Nurse unit managers are usually selected from the pool of clinical nurses 
who have been educated to be experts in delivering direct patient care. Few 
nurse managers in Australia have been given the educational opportunity to 
develop leadership skills shown to increase job satisfaction. The current 
study evaluated a LDP intervention, which integrated throughout its content 
and teaching methodologies, leadership practices identified in the literature 
as positively influencing nurses’ job satisfaction. The effectiveness of the 
leadership program was tested using a randomised controlled trial (RCT) 
design, comparing job satisfaction and leader behaviours between nurse unit 
managers who participated in the leadership program and those who did not. 
The effects on job satisfaction of nursing staff who reported to program 
participants and their perceptions of their leader behaviours were also 
assessed. This chapter will discuss the background and significance of this 
study, its purpose, objectives, research questions, definitions and expected 
outcomes. 
 
1.2 Background and significance of the study 
Nursing shortages are not a new phenomenon. Cyclic shortages have 
occurred in the past but these have been caused by an increased demand 
which exceeded a static or more slowly growing supply of nurses (ICN, 
2007). The current shortage differs markedly from past ones. Demand for 
health services and nurses continue to grow, due to: aging populations, the 
growing burden of chronic disease, and the ever expanding growth in health 
technology (National Health Workforce Taskforce, 2009). Compounding all 
of these external factors however, is the extensive research, which 
demonstrates nurses leave organisations and the profession when they are 
dissatisfied (McNeese-Smith, 1999; Aiken et al., 2002a). It has been 
suggested that developing effective leadership practices in nurse unit 
managers is required to deal with the documented dissatisfaction of nurses 
(Force, 2005). 
 
While a number of academic education and training programs 
currently exist in Australia for nurse leaders, none have been based on a 
synthesis of the leadership and job satisfaction literature. This type of 
program is required to prepare nurse unit managers to effectively undertake 
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their roles as expert clinical leaders (Cook & Leathard, 2004; Force 2005). 
Clinical leadership involves coordinating clinical nursing care within 
hospital wards to maximise positive patient outcomes. Research has clearly 
shown the relationship between nurse satisfaction and improved outcomes 
for patients (Wong & Cummings, 2007), so the nurse leader must also 
understand how to engender a satisfied workforce. Currently within the 
health care system it is usually expert nurse clinicians who are selected to 
take on the role of the nurse unit manager. Moran, Duffield, Beutel, Bunt, 
Thornton, Wills, Cahill and Franks (2002) study found that two thirds of 
nurse unit managers moved to nurse unit management positions in an 
unplanned manner. These staff therefore needed to learn the responsibilities 
of the role while doing the job (Moran et al., 2002). It is possible that failure 
to adequately prepare nurse unit managers for their leadership role has led to 
continued reports of dissatisfaction among nurses of nearly thirty percent 
(Aiken, Clarke, Sloane, Sochalski, Busse, Clarke, Giovanetti, Hunt, Rafferty 
& Shamian, 2001).  Nurse unit managers as expert clinical leaders require a 
different constellation of skills, knowledge, behaviours and competencies 
than those required to deliver direct nursing care. Education and training 
programs are therefore required to develop effective leadership practices in 
nurse unit managers, which enable them to create practice environments that 
are satisfying for them, patients and nursing staff (Aiken & Patrician, 2000). 
Consequently, a new approach aimed at preparing nurse unit managers for 
their roles is required. 
 
A comprehensive literature review has established that there was only 
one leadership program study which examined the program’s effects on 
nurses’ job satisfaction. Fifty-one studies were retrieved related to nurses’ 
job satisfaction, leadership, nurse unit manager competencies and leadership 
programs. Thirty-six studies measured job satisfaction and leadership 
quantitatively and/or qualitatively. Nineteen of these measured nurses’ job 
satisfaction: six studies measured nursing leadership only and eleven studies 
measured both job satisfaction and leadership. A further six studies explored 
the leadership competencies required of front-line nursing managers and 
finally, nine studies examined existing leadership programs. Importantly, at 
the time of writing no studies were identified that tested the effectiveness of 
individual leadership programs on nurses’ job satisfaction using a RCT. It is 
the purpose of the current study to synthesise the extensive literature in the 
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area of nursing leadership and satisfaction, to construct, and then test a 
leadership development program for nurse unit managers. 
The literature suggests a nexus between effective leadership practices 
and job satisfaction of nurses (Volk & Lucas, 1991; Irvine & Evans, 1995; 
McNeese-Smith, 1997), and confirms that satisfied nurses remain in the 
profession (Taunton, Boyle, Woods, Hansen, & Bott, 1997). Many factors 
were identified as positively impacting nurses’ job satisfaction (Blegen, 
1993; McNeese-Smith, 1997; Taunton et al., 1997). For example there is 
strong support for a relationship between positive work environments and 
job satisfaction. Work environments were identified as an important concept 
within job satisfaction and nursing leadership literature (Volk & Lucas, 
1991; Blegen, 1993; Irvine & Evans, 1995; McNeese-Smith, 1997; Shader, 
Broome, Broome, West & Nash, 2001; Upenieks, 2003). The fact that many 
job satisfaction factors reside within the work environment of nurses means 
these factors, apart from age and years of experience, can be influenced 
positively or negatively. Consequently, effective nurse leaders are well 
positioned to influence these many job satisfaction variables (Aiken, Havens, 
& Sloane, 2000; Manojlovich & Laschinger, 2002; Larrabee, Janney & 
Ostrow, 2003; Upenieks, 2003). In other words, effective nurse leaders may 
be the mediating mechanisms through which work environments may be 
positively influenced. Within this study the term effective leadership 
practices refers to methods of leading that have consistently been identified 
in the literature as positively influencing nurses’ job satisfaction. The 
literature also offers support for nurse leaders to be developed in specific 
leadership practices (Irvine & Evans, 1995; Boyle et al., 1999; McNeese-
Smith, 1999; Kleinman, 2003; Anthony et al., 2005).  
 
A leadership model was constructed for this study. It has two major 
components which informed the design of the LDP. The first major 
component of the leadership model was constructed by summarising the 
leadership practices shown in the literature to be effective in increasing 
nurses’ job satisfaction. The second component of the leadership model was 
formed from the evidence in the six studies that identified nurse unit 
manager competencies (Duffield, 1991; Cameron-Buccheri & Ogier, 1994; 
Gould, Kelly, Goldstone & Maidwell, 2001; Scoble & Russell, 2003; 
Kleinman, 2003; Anthony, Standing, Glick, Duffy, Paschall, Sauer, 
Sweeney, Modic & Dumpe, 2005). Within this literature the competencies 
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required for an effective leadership role were similar to those previously 
identified within the job satisfaction and nursing leadership literature. 
However, due to the changing nature of health care delivery in the last two 
decades, in which there has been a greater focus on health care economics, 
four of the later studies (Gould et al., 2001; Scoble & Russell, 2003; 
Kleinman, 2003; Anthony et al., 2005) included business competencies as a 
requirement for front line managers.   
 
Increased health care costs are driven by the escalating costs of 
healthcare technology and increases in labour costs, leading to risk-based, 
fixed-pricing financing for health care (Kleinman, 2003). Changes in health 
care delivery have extended the role of front-line managers, now requiring 
them to take on an increased role in the business aspects of nursing care. The 
three major areas of business competencies consistently identified were: 
financial management, human resource management and operational 
management (Gould et al., 2001; Scoble & Russell, 2003; Kleinman, 2003; 
Anthony et al., 2005). Findings from these studies revealed front-line 
managers with developed competencies in financial, human resource and 
operational management were able to play a vital leadership role within the 
whole organisation; therefore competency in these three areas was added as 
the second component of the evidence-based leadership model for front-line 
managers (Scoble & Russell, 2003). Within the literature, foundational 
knowledge, skills and behaviours which underpin effective leadership 
practices and business competencies, were also identified, and therefore 
form part of the LDP.  
 
While nursing leadership has been consistently recognised as a major 
factor influencing both the quality of patient care, and the satisfaction of 
nursing staff, research has revealed a paucity of available preparation for 
front-line managers. Studies have recognised the importance of leadership 
training, but programs reviewed in the main lacked the appropriate 
theoretical framework to address the complex developmental needs of this 
pivotal leadership group. Eight of the studies examining nurse leadership 
programs focused only on leadership outcomes. Only one study measured 
the effects of the program on the job satisfaction of the nurse leaders 
undertaking the program, however, changes in leader behaviours were not 
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tested in this study (Wilson, 2005). No study tested the effects of the 
program on the job satisfaction of the nursing staff who reported to the 
leaders involved in the leadership development program. Additionally, job 
satisfaction and leadership outcomes of the programs were not tested using 
rigorous research methodology. Within five of the nine studies the programs 
were evaluated using verbal or written feedback (Squires, 2001; Connelly, 
Nabarrete & Smith, 2003; Maguire, Spencer & Sabatier, 2004; Flowers, 
Sweeney & Whitefield, 2004; Duffield, 2005). Four studies used a pre-
test/post-test research design to evaluate the effects of the program (Wolf, 
1996; Cunningham & Kitson, 2000; Tourangeau, 2003; Wilson, 2005). No 
study tested the program’s effects using a randomised controlled trial 
methodology. 
 
To meet the leadership development requirements of front-line 
managers, it is necessary to understand the two major aspects of their role. 
These are; the clinical leadership role of coordinating expert nursing care, 
and the generation of positive work environments within the practice 
environment. A consistent approach is required to identify the effective 
leadership practices and business competencies needed to successfully fulfil 
these responsibilities. Within this study the principles of evidence-based 
clinical practice have been applied to develop a nursing leadership program 
for front-line managers.  
 
The program’s emphasis was on developing nurse unit managers’ 
leadership practices and business competencies, which have been shown to 
increase nurses’ job satisfaction. The set of effective leadership practices, 
and business competencies required of successful front-line managers, were 
integrated throughout the program’s content and teaching methodology. 
Seven face-to-face highly interactive workshop sessions were the medium 
used for teaching the leadership practices and the business competencies. 
Supervisory support and research literature was also offered to the 
participants between the face-to-face sessions. This study proposed that 
developing front-line managers within an evidence-based framework would 
improve their job satisfaction. The program also proposed to assess the 
impact of the intervention on the nursing staff’s job satisfaction, and the 
leader behaviours of the nurse unit managers. 
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1.3 The aim, objectives, and research questions, and 
hypotheses  
1.3.1 The aims 
The aims of the study were to improve nurse unit managers’ job 
satisfaction and to enhance leader behaviours. 
1.3.2  Objectives 
       The objectives of this research study were to: 
• Undertake a comprehensive literature review on nursing leadership and job 
satisfaction. 
• Develop an evidence based leadership program. 
• Use a randomised controlled trial to evaluate the effectiveness of the 
intervention in an Australian nurse unit manager population.  
 
1.3.3 Research Questions 
The research questions were:  
i. Is there a difference in self reported job satisfaction scores between the group 
of nurse unit managers who participated in the LDP compared to the group 
who did not participate? 
ii. Is there a difference between the self reported job satisfaction scores of the 
nursing staff whose nurse unit managers participated in the LDP, compared to 
those nursing staff whose nurse unit manager did not participate? 
iii. Do the self reported job satisfaction scores of the nurse unit managers change 
over time following their participation in the LDP? 
iv. Do the self reported job satisfaction scores of the nursing staff change over 
time, following their nurse unit managers’ participation in the LDP? 
v. Is there a difference in self reported leader behaviour scores between the nurse 
unit managers who participated in the LDP compared to those who did not 
participate? 
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vi. Is there a difference between the nursing staff’s score of their nurse unit 
manager’s leader behaviours, following the nurse unit manager’s participation 
in the LPD, compared to the scores of nursing staff  whose nurse unit manager 
did not participate in the LDP? 
vii. Is there a difference in self reported leader behaviour scores, over time, of 
nurse unit managers who participated in the LDP?  
viii. Do nursing staff score their nurse unit managers leader behaviours differently, 
over time, following the nurse unit manager’s participation in the LPD?  
 
1.3.4   Research Hypotheses 
 
The following hypotheses were tested during the study: 
1. Nurse unit managers who participate in the LDP will report higher levels of job 
satisfaction compared to those nurse unit managers who did not participate. 
2. Nursing staff, whose nurse unit manager participates in the LDP, will report 
higher levels of satisfaction compared to those nursing staff whose nurse unit 
manager did not participate.  
3. Nurse unit managers who participate in the LDP will demonstrate increased 
job satisfaction scores over time. 
4. Nursing staff whose nurse unit manager participates in the LDP will report 
increased job satisfaction scores over time.  
5. Nurse unit managers who participate in the LDP will report an increase in 
leader behaviours compared to those nurse unit managers who did not 
participate. 
6. Nursing staff whose nurse unit manager participates in the LDP will report an 
increase in nurse unit managers’ leader behaviours compared to those nursing 
staff whose manager did not participate. 
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7. Nurse unit managers who participate in the LDP will demonstrate increased 
leader behaviour over time. 
8. Nursing staff whose nurse unit manager participates in the LDP will report 
increased nurse unit manager leader behaviour scores over time.  
 
1.4 Outcomes 
 
This study sought to: 
1. Develop an evidence-based leadership program for nurse unit managers. 
2. Positively influence nurses’ job satisfaction. 
3. Evaluate the relationship between nurse unit managers’ leadership 
development, their job satisfaction and the job satisfaction of nursing staff who 
report to them. 
4. Provide an increased understanding of the relationship between leadership and 
job satisfaction. 
5. Provide high quality evidence on the effect of leadership programs on nursing 
staff’s job satisfaction. 
  
1.5 Definition of terms 
This study’s focus is the development, implementation and evaluation 
of an evidence-based LDP for a group of nurse unit managers working in a 
large tertiary hospital within Queensland, therefore defining the relevant 
terms is required.  
 
Evidence-based practice 
Evidence-based practice is defined as the delivery of health care 
according to the principle that all interventions should be based on the best 
currently available scientific evidence (Roberts, 1998). 
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Evidence-based leadership model 
A conceptual framework was developed from a synthesis of evidence 
from job satisfaction, leadership and nurse managers’ business 
competencies. The framework has two main components. Component one is 
a constellation of effective leadership practices, and component two is a 
summary of business competencies required by nurse unit managers. 
 
Job satisfaction 
Job satisfaction is a global construct including satisfaction with work, 
supervision, work conditions, pay, opportunities and the practices of the 
organisation. Job satisfaction is defined as the feelings a nursing staff 
member has about the job in general (McNeese-Smith, 1997). 
 
Leadership practice 
Leadership practice is a composite term to describe nurse managers’ 
skills, knowledge and behaviours that determine how the nurse manager 
coordinates clinical care effectively within their nursing team. 
 
Effective leadership practices 
Effective leadership practices refer to a set of leadership practices 
constructed from the evidence on the leadership that positively influences 
nurses’ job satisfaction. 
 
Business competencies 
The knowledge and skills required to manage the operational 
responsibilities of business units of the hospitals, which are wards or health 
care units. 
 
Nurse Unit Manager 
Clinical nurse leaders who are responsible for the nursing care 
delivered in hospital wards. They have both an operational and professional 
responsibility to the nursing staff working within the ward. A number of 
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different terms are used in the literature to denote this position. These are: 
ward sister, head nurse, nurse manager and nurse unit manager. 
 
Leadership development program 
A program that is constructed to meet the developmental leadership 
needs of front-line nurse managers. In this study the content and teaching 
methodologies of the program are based on evidence. 
 
Transformational and transactional leadership 
Transformational leadership and transactional leadership are the two 
major parts of a conceptual model used to describe multidimensional 
leadership. Each component describes two distinct sets of leadership 
behaviours (Bass & Avolio, 2000). The third dimension of the model is non-
transactional leadership, which is demonstrated through using avoidant 
leader behaviours. Transformational leaders move beyond the management 
of transactions to motivate staff’s performance beyond expectation, through 
utilising a range of leadership behaviours. These leadership behaviours are: 
idealised influence: attributed (IA), idealised influence: behavioural (IB), 
inspirational motivation (IM), intellectual stimulation (IS) and individual 
consideration (IC). Transactional leaders focus on the day to day operations, 
and may utilise three leadership behaviours: contingent reward (CR), 
Management–by-exception (MBE) active and Management–by-exception 
(MBE) passive. Techniques flow from these that are corrective, when 
utilising management by exception, active and passive; or techniques can be 
constructive by offering rewards for services, by using contingent reward. 
 
Nursing practice environment 
A nursing practice environment is an ecological concept that reflects 
the way the members of the nursing team relate to their leader, each other, 
and to their work. Such an environment has consequences on nurses’ job 
satisfaction. 
 
Positive work/practice environments 
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Practice environments that value nurses and nursing work place an 
emphasis on nurses’ professional autonomy, decentralised structures and 
participatory decision making processes that encourage decisions at the 
clinical unit level. These environments contain factors shown to increase 
nurses’ job satisfaction. 
 
1.6 Summary and structure of the thesis 
In summary, the motivation for this research was based on the 
evidence of ongoing job dissatisfaction of nurses related to their practice 
environments. Evidence identifies that leaders impact work environments. 
Currently there is a lack of empirical studies that have rigorously tested 
nursing leadership, nursing leadership development and job satisfaction. 
Generating an evidence-based approach to leadership development and then 
testing it using a randomised controlled trial provides an opportunity to add 
to the evidence on the role leadership plays in relation to nurses’ job 
satisfaction. The study proposed that developing front-line nurse managers 
within an evidence-based framework of effective leadership practices and 
business competencies would increase their job satisfaction, the job 
satisfaction of the nursing staff who reported to them, and their leader 
behaviours. 
 
Chapter 1 outlines the background and significance of this study, 
presenting its aims, objectives, research questions, hypotheses, outcomes and 
definitions. Chapter 2 will review the literature on job satisfaction, nursing 
leadership, front-line nurse managers’ business competencies and 
implemented leadership programs. Chapter 3 will describe the two 
components of the leadership model used to design the leadership 
development program, the learning objectives of the LDP and finally outline 
the content and teaching methodology of the LDP intervention. Chapter 4 
will discuss the study’s methodology. Chapter 5 will report the results of the 
study and Chapter 6 will present a discussion on the results. Finally Chapter 
7 will present the study’s conclusions. 
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Figure 1.1. STUDY FRAMEWORK 
FIGURE 1 STUDY FRAMEWORK 
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Chapter 2 
Review of literature on job satisfaction, 
leadership, business competencies and 
leadership programs 
 
2.1 Introduction 
This chapter has two major parts. The first section describes the 
background of the study and the second section identifies the findings from a 
review of the literature related to: nurses’ job satisfaction, leadership in 
nursing, business competencies of front-line managers, and nursing 
leadership development programs. 
 
2.2 Background of the study 
There is a confluence of phenomena currently impacting health care 
and the professions of nursing and midwifery. Included in this convergence 
are numerous factors. Among these are: the current and growing national 
and international shortage of nurses and midwives; (in Queensland alone 
there is an estimated need for an additional 14,000 nurses by 2014 to 
maintain the existing level of healthcare service, Queensland Nurses’ Union, 
2010); the ongoing dissatisfaction of nurses with their practice 
environments; an expected exodus of ‘baby boomers’ nurses and midwives 
from the professions in the coming five to ten years; the changing nature of 
health care delivery, which has created an environment of decreasing 
hospital length of stay for patients who at the same time have accompanying 
increases in acuity and co-morbidities (National Health Workforce 
Taskforce, 2009); exponential growth in technology, and finally the global 
financial crisis, which occurred within a financial context of ever increasing 
health care costs that are straining the budgets of developed countries. 
Within Australia the federal government has planned to increase health care 
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expenditure by 127% over the next three decades (Treasurer of the 
Commonwealth of Australia, 2010). Even this increase in funds may be 
insufficient to meet the increased healthcare demands.  The Australian 
Nursing Federation (2006) research gave weight to a nursing shortage 
concern when it concluded that there will be inadequate numbers of 
incoming nurses to meet healthcare services demand in terms of replacement 
and growth. 
 
This current situation is presenting nurse leaders with one of the most 
challenging times in the history of the profession. These phenomena clearly 
signal for nurse leaders a need to create different professional practice 
environments that will allow the profession to adequately respond to these 
current challenges (Anderson, Manno, O’Connor & Gallagher, 2010). Wolf, 
Bradle and Nelson (2005) contend that the profession is facing a nurse 
leadership crisis. Strong considered leadership is required to meet the 
challenges emerging from the convergence of the factors changing health 
care delivery in the Western democracies in the twenty first century. Scott, 
Sochalski, and Aiken (1999) argue that within this context current leaders 
need to apply their professional leadership acumen to design evidence-based 
practice environments that meet the needs of both patients and the members 
of the profession. 
 
The current approach to leading the profession is falling short in 
meeting the needs of members of the professions. The projected shortage of 
nurses and midwives at the national and international level demands a 
review and renewal of current leadership methods (International Council of 
Nurses, 2007). Nursing authors have identified if the needs of nurses and 
midwives are not met then patient care is in jeopardy, as healthcare services 
are dependent upon appropriate numbers of competent skilled nurses and 
midwives to provide quality care  (Duffield, Roche, O’Brien-Pallas, Diers, 
Aisbett & King, 2007). Kerfoot (1997) contends without the proper human 
capital, the best strategic and tactical plans are doomed to failure. Extensive 
research has established that satisfied nurses and midwives are more likely to 
remain in the profession (Irvine & Evans, 1995; Boyle et al., 1999; Aiken et 
al., 2000; Hayes, O’Brien-Pallas, Duffield, Shamian, Buchan, Hughes, 
Laschinger, North & Stone, 2006; Larrabee et al., 2003). The style of 
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leadership has been identified as an important variable in job satisfaction of 
nurses (Medley & Larochelle, 1995; McNeese-Smith, 1997; Morrison et al., 
1997; Aiken et al., 2001; Upenieks, 2003; Failla & Stichler, 2008). Practice 
environments containing a number of characteristics have been shown to 
increase job satisfaction for nurses (Aiken et al., 2001; Upenieks, 2003). Of 
significant importance to this study is the role nurse leaders can play in 
changing these work environments in a manner that is satisfying to nurses 
(Manojlovich & Laschinger, 2002). Literature consistently supports the 
pivotal role of leadership in positively influencing job satisfaction factors 
within nurses’ practice environments. 
 
2.3 Structure of the literature review 
The literature is reviewed in two sections. The major section, reviews 
the literature under three headings: job satisfaction, nursing leadership and 
front-line managers’ competencies (Figure 2.1). The second section reviews 
nine leadership development programs, identifying the strengths and 
weaknesses of those programs.  
 
2.3.1 Literature review strategy: nurses’ job satisfaction 
In order to address the aims of the current study, this chapter reviews 
studies related to nurses’ job satisfaction, nursing leadership, and literature 
on the competencies of front-line managers. In relation to job satisfaction a 
search of the major databases (CINAHL, 1990 to 2007; Pre-CINAHL; 
MEDLINE, Cochrane; Pubmed) was undertaken to retrieve studies using the 
key words: ‘satisfaction; dissatisfaction; job satisfaction; factors associated 
with job satisfaction; measuring job satisfaction’. Lambert, Hogan, and 
Barton (2001) identified that job satisfaction has been extensively studied 
both as a dependent and independent variable. They estimate the number of 
articles and dissertations dealing in some manner with the subject of job 
satisfaction to be over 3300 in 1976 and over 12000 in 1996 (Lambert et al., 
2001). The selection of studies was therefore restricted to the following 
studies: those that examined and measured nurses’ job satisfaction, those 
published in English, and those published after 1990 with the exception of 
one early study by Larson, Lee, Brown and Shorr (1984) that measured 
nurses’ job satisfaction using a tool that was developed for the study. This 
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study gives an historical insight to job satisfaction literature of the 80s. The 
often cited early work of Blegen and Mueller (1987) is also noted. The 
reference lists of relevant articles obtained were checked and additional 
potentially relevant articles retrieved.  
 
The primary intent of the review was to examine the research in terms 
of how the evidence has advanced knowledge in the area of nurses’ job 
satisfaction. The use of studies that had undergone peer-review assured a 
high level of quality, thereby supporting the validity of the findings and the 
conclusions (Hayes et al., 2006).  
 
Using these methods 19 studies were identified that measured job 
satisfaction (Larson et al., 1984; Blegen & Mueller, 1987; Blegen, 1993, 
McNeese-Smith, 1997; Kramer & Schmalenberg, 2003; Shader et al., 2001; 
Bartram, Joiner & Stanton, 2004; Goddard & Laschinger, 1997; Laschinger 
& Havens, 1997; Laschinger, Finegan, Shamian & Wilk, 2001; Manojlovich 
& Laschinger, 2002; Upenieks, 2003; Larabee et al., 2003; Aiken et al., 
2000; Aiken & Patrician, 2000; Aiken et al., 2001; Aiken et al., 2002a; 
Irvine & Evans, 1995;  Shields & Ward, 2001).  
 
2.3.1.1 Four categories of job satisfaction findings 
The job satisfaction material was critiqued, summarised and divided 
into four categories: (1) job satisfaction and general associated factors; (2) 
job satisfaction and empowerment; (3) job satisfaction and magnet hospital 
attributes; (4) job satisfaction and retention (Table 2.2: Appendix B).  The 
literature was tabulated using the following headings: author/s, focus of the 
study, methodology and key findings. In category (1) the seven job 
satisfaction and general associated factors studies are:  Larson et al. (1984); 
Blegen and Mueller (1987); Blegen (1993); McNeese-Smith (1997); Shader 
et al. (2001); Bartram et al. (2004); Kramer and Schmalenberg (2003). In 
category (2) the five job satisfaction and empowerment studies are: Goddard 
and Laschinger (1997); Laschinger and Havens (1997); Laschinger et al. 
(2001); Manojlovich and Laschinger (2002); Larabee et al. (2003). In 
category (3) the five job satisfaction and magnet hospital attributes studies 
are: Aiken et al. (2000); Aiken and Patrician (2000); Aiken et al. (2001); 
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Aiken et al. (2002a); Upenieks (2003). Finally in category (4) the two job 
satisfaction and retention studies are: Irvine and Evans (1995); Shields and 
Ward (2001).   
 
2.3.2 Literature review strategy: nursing leadership  
A similar method was used to retrieve studies from the major 
databases (CINAHL, 1990 to 2007; Pre-CINAHL; MEDLINE, Cochrane; 
Pubmed) using the key words: ‘nurse manager leadership; measuring nurse 
manager leadership, and nurse manager leadership and satisfaction’. Thirty-
one articles were retrieved using this methodology however fourteen of these 
articles were excluded because they were in the main opinion – based and 
therefore offered limited assistance on how leadership could be measured. 
Only seventeen articles were identified that measured leadership (Dunham-
Taylor & Klafehn, 1995; Medley & Larochelle 1995; Morrison et al., 1997; 
Gullo & Gerstle, 2004; Kleinman, 2004; McGuire & Kennerly, 2006; 
Garrett, 2001; Boumans & Landeweerd, 1993; McNeese-Smith, 1999; Bratt, 
Broome, Kelber & Lostocco, 2000; Fletcher, 2001; Sellgren, Ekvall & 
Tomson, 2006; Rosengren, Athlin & Segesten, 2007; Force, 2005; Volk & 
Lucas, 1991; Leveck & Jones, 1996; Boyle et al., 1999). Of these studies 
eleven also measured job satisfaction (Volk & Lucas, 1991; Garrett, 1991; 
Boumans & Landeweerd, 1993; Medley & Larochelle, 1995; Dunham-
Taylor & Klafehn, 1995; Morrison et al., 1997; Gullo & Gerstle, 2004; 
McNeese-Smith, 1999; Bratt et al., 2000; Fletcher, 2001; Boyle et al., 1999).  
The 17 leadership studies were critiqued and summarised. They were 
then divided into three major categories, based on how leadership was 
measured; (1) transformational and transactional, (2) leaders’ characteristics, 
skills and behaviours, (3) leadership and retention (Table 2.3: Appendix B). 
The literature was tabulated using the following headings: author/s, focus of 
the study, methodology and key findings.  
 
2.3.2.1 Three categories of leadership studies 
 In category (1) there are the six studies that measured 
transformational and transactional leadership: Dunham-Taylor and Klafehn 
(1995); Medley and Larochelle (1995); Morrison et al. (1997); Gullo and 
Gerstle (2004); Kleinman (2004); McGuire and Kennerly (2006). Contained 
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in category (2) are the eight studies that explored leaders’ characteristics, 
skills and behaviours: Garrett (1991); Boumans and Landeweerd (1993); 
Fletcher (2001); Sellgren et al. (2006); Rosengren et al. (2007); McNeese-
Smith (1999); Bratt et al. (2000); Force (2005). Finally within category (3) 
are the three studies that measured leadership and its relationship with 
retention: Volk and Lucas (1991); Leveck and Jones (1996); Boyle et al. 
(1999).  
 
Numerous other studies were examined on both job satisfaction and 
leadership. These provided further insights into both leadership and the 
factors that influence job satisfaction, however articles were excluded that 
were opinion based and provided no methodology for examining and 
measuring job satisfaction and/or leadership. Within the literature reviewed 
no randomised controlled trials were reported in relation to job satisfaction 
and/or leadership.   
 
2.3.3 Literature review strategy: front-line managers’ competencies 
The same data bases were used to retrieve the studies on nurse 
managers’ competencies. The words used to search for studies were: ‘front-
line managers’ business competencies, and front-line nurse managers’ 
competencies’. No studies were retrieved that addressed only the business 
competencies of nurse managers; however six studies were retrieved that 
explored front line nurse managers competencies (Duffield, 1991; Cameron-
Buccheri & Ogier, 1994; Gould et al., 2001; Scoble & Russell, 2003; 
Kleinman, 2003; Anthony et al., 2005). 
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2.5 Nursing Leadership 
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FIGURE 2.1:  Structure of literature Review:  job satisfaction, leadership and business competencies
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2.4 Job satisfaction findings 
Research indicates low levels of job satisfaction are prevalent among nurses.  Aiken et 
al’s (2001) study reports more than one in every three staff nurses expressed low job 
satisfaction. This multinational study of staffing, organisation and outcomes conducted in 
711 hospitals in five countries, reported job dissatisfaction figures exceeding 40% (Aiken et 
al., 2001). Low job satisfaction has been associated with unacceptable levels of nurse 
turnover (Irvine & Evans, 1995). Failla and Stichler (2008) define job satisfaction as ‘a 
multidimensional construct that describes staff’s feelings of enjoyment, fulfilment, and 
appreciation for their work at a level they believe it should be’. Although the concept of job 
satisfaction has been studied extensively in the literature, little consensus has been reached 
on its determinants. Factors compounding the lack of resolution are: the numerous variables 
that have been associated with job satisfaction, numerous job satisfaction instruments, and a 
lack of rigorous methodologies for evaluating the different factors. As no randomised 
controlled trials have examined job satisfaction it was therefore necessary to examine studies 
that measured job satisfaction to find evidence related to its common determinants within the 
literature. Details of these studies are provided in Table 2.2 (Appendix B). 
 
2.4.1 Job satisfaction and general associated factors 
Within category one of the job satisfaction studies: general factors associated with job 
satisfaction, five areas are identified. These are: working conditions, personal and job 
attributes, patient care and workloads, autonomy, and stress, group cohesion and scheduling. 
 
2.4.1.1 Working conditions 
The profession of nursing has long had an interest in the job satisfaction of its 
members. The early study of Larson et al. (1984) explored the complexities of job 
satisfaction in the early 80s. Within this work the authors acknowledged the significance of 
the quality of life of employees, pointing out that health care organisations held a similar 
responsibility to their employees as they did to the general population; that is, to increase 
their quality of life. To test nursing staff’s quality of work life the researchers developed a 
tool (New Employee Assessment) to measure 35 quality of work-life factors of new nursing 
employees. A striking result of the study was that all 35 satisfaction variables were 
significantly predicted by respondents’ job expectations and the importance they placed on 
 22  
working conditions (Larson et al., 1984). Areas of satisfaction and dissatisfaction polarised 
around different issues. Job satisfaction was related to professional issues such as ongoing 
learning, whereas staff were least satisfied with issues related to their employment, such as 
salary and staffing levels. Recommendations to enhance job satisfaction were for “a 
concerted effort in a variety of areas” within the work life of nurses (Larson et al., 1984). 
The authors also noted that the understanding, measuring and enhancing of job satisfaction 
was at a rudimentary stage. 
 
2.4.1.2 Personal and job attributes 
In that same decade Blegen and Mueller’s (1987) longitudinal study determined six factors 
that significantly influenced job satisfaction in nurses. These were: non-routine tasks; perceived 
opportunities for promotion; being older; perceived fairness in distributing rewards; being able to 
work day shifts and reasonable work load. Blegen (1993) later conducted a meta-analysis of 48 
studies identifying the factors most often associated with job satisfaction. Thirteen variables were 
identified that were most frequently linked with job satisfaction. Four were nominated as 
personal attributes: age, work experience, education and locus of control variables. The other 
nine were nominated as organisational features or job attributes: stress, commitment, supervisor 
communication, autonomy, recognition, routinisation, peer communication, fairness and 
professionalism. Of these, the two variables most strongly associated with job satisfaction were 
stress and organisational commitment. Factors moderately associated with job satisfaction were: 
communication with peers and supervisors, autonomy, recognition of nursing work and 
nonroutinised nursing work. Interestingly these results differ from the earlier work of Blegen and 
Mueller (1987). The only variable common to both studies was routinisation of work. These 
varying results involving the same researcher demonstrate the difficulty in reaching a consensus 
on the composite nature of job satisfaction and its determinants (Manojlovich & Laschinger, 
2002). Nevertheless, McNeese-Smith’s (1997) findings support the personal attribute of nursing 
experience, finding that an increase in nursing experience was associated with an increase in job 
satisfaction. Her findings also support the job attribute of supportive relationships with peers and 
medical staff as being associated with increased job satisfaction (McNeese-Smith, 1997). 
 
2.4.1.3 Patient care and workloads 
In her 1997 study, McNeese-Smith focused on staff nurses’ perceptions regarding 
factors that influenced job satisfaction and dissatisfaction.  Patient care was nominated as the 
greatest reason for job satisfaction. Within this patient care theme, the factors that impacted 
job satisfaction were, those that interfered with delivery of patient care, and feeling 
overloaded with work. Nurses were satisfied in their job if their workload was “not too 
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heavy or too light”, and if they were able to meet the patient care goals (McNeese-Smith, 
1997). Further support for the negative effect heavy workloads have on job satisfaction was 
identified in a later study by Aiken, Clarke, Sloane, Sochalski and Silber (2002b). They 
found empirical evidence to suggest that each additional patient per nurse is associated with 
a 15% increase in the odds of job dissatisfaction (Aiken et al., 2002b).  
 
2.4.1.4 Autonomy 
Perceptions of autonomy have been linked to nurses’ job satisfaction. Kramer and 
Schmalenberg’s (2003) study quantified nurse autonomy and determined a strong 
relationship between the degree of autonomy and rankings of job satisfaction and quality of 
nursing care. Previously Cameron-Buccheri and Ogier (1994) similarly outlined the role of 
autonomy in relation to job satisfaction and turnover. While direct relationships of job 
satisfaction or autonomy to turnover were not found, the causal chain of the relationships of 
job satisfaction and autonomy to turnover were determined (Cameron-Buccheri & Ogier, 
1994). These variables predicted other variables in the causal chain of turnover: supervisor 
support was the strongest predictor of autonomy, autonomy was the strongest predictor of 
job satisfaction and job satisfaction was found to have a strong direct effect on a nurse’s 
intent to leave (Cameron-Buccheri & Ogier, 1994). Kramer and Schmalenberg’s (2003) 
study confirmed that control over nursing practice made nurses feel good about themselves 
and increased their sense of accomplishment and thus their satisfaction. Chief nurse 
executives serious about increasing job satisfaction were urged to engage quality nurse 
managers “who understand that the control and command model of leadership is no longer 
appropriate” (Kramer & Schmalenberg, 2003). Managerial education was however 
advocated for, as the researchers considered leadership, which enables nurse managers to 
generate a practice environment that facilitates control over nursing practice, does not occur 
intuitively (Kramer & Schmalenberg, 2003). 
 
2.4.1.5 Stress, group cohesion, and  work scheduling  
Relationships have been found among job stress, group cohesion, turnover and levels 
of job satisfaction. A cross-sectional survey design study examined the relationships between 
work satisfaction, stress, age, cohesion, work scheduling, and turnover (Shader et al., 2001). 
The study found that job stress and anticipated turnover decreased as levels of job 
satisfaction and group cohesion increased. Their sample of nurses included a number of 
relatively inexperienced nurses; the largest single portion of the sample (25.7%) reported 
only 2-3 years of total nursing experience. Even within this group job satisfaction and group 
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cohesion had a positive effect on job stress and anticipated turnover. The study also found 
that nursing staff’s satisfaction decreased with unpredictable work scheduling.  
 
One Australian study was retrieved that measured job satisfaction (Bartram et al., 
2004). The study examined two factors considered to contribute to job satisfaction and job 
stress; social support and empowerment. The results demonstrated social support derived 
from the nurse’s supervisor lowers job stress and at the same time increases job satisfaction. 
A similar finding was evident from nurses who received social support from work 
colleagues. Nurses’ empowerment was measured using Spreitzer’s empowerment 
instrument. Within Spreitzer’s theory of empowerment, employees usually experience 
positive feelings about their work and feel more committed to the organisation (Bartram et 
al., 2004). All four cognitions of Spreitzer’s empowerment instrument: meaning, impact, 
competence and self-determination lowered job stress and increased job satisfaction. The 
Australian authors, in a similar vein to the American and Canadian researchers, 
recommended that hospital administrators and nurse managers develop strong social support 
networks among nurse supervisors and co-workers; and that managers be educated to 
implement practices that empower nurses (Bartram et al., 2004).  
 
2.4.2 Job satisfaction and empowerment 
In the last two decades Laschinger working with a number of authors has undertaken 
extensive research to provide evidence to increase understanding on the determinants of job 
satisfaction for hospital nurses. Four of these studies are tabulated in Table 2.2 (Appendix 
B.).  
  
Kanter’s theory of structural empowerment was used by these authors to explore 
structural conditions of empowerment within nurses’ work environments (Goddard & 
Laschinger, 1997; Laschinger & Havens, 1996; Laschinger et al., 2001; Manojlovich & 
Laschinger, 2002). Kanter’s theory posits that power within organisations derives from the 
culture of the organisation not from the characteristics or interactions of employees; thereby 
arguing that the impact of the organisation’s social structures on employee behaviour is far 
greater than the impact of personality characteristics (Laschinger & Havens, 1996; 
Manojlovick & Laschinger, 2002). The social structures within the organisation which are 
considered important to the growth of employees are: having access to information, 
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receiving support, having access to resources necessary to do the job, and having the 
opportunity to learn and grow (Laschinger & Havens, 1996).  
 
Empowerment represents a set of work activities and practices through which leaders 
can share power, control and authority within the work environment. Structural 
empowerment is the perception of the presence or absence of empowering conditions in the 
work environment, psychological empowerment is the employees’ psychological 
interpretation or reaction to these conditions (Laschinger et al., 2001). Within this theory the 
empowered employee feels committed to the organisation and feels satisfied working within 
an organisation that provides the components of structural empowerment (Goddard & 
Laschinger, 1997). 
  
In their study examining work empowerment and perceived control over nursing 
practice, Laschinger and Havens (1996) identified sociological and nursing research that 
highlighted the frustration experienced by professionals working in bureaucratic settings. 
Within a rigid, rules bound environment nurses do not have the authority to practise to the 
level of their knowledge and expert judgement. It is argued that such environments 
contribute to the reported dissatisfaction among nurses (Laschinger & Havens, 1996).  
 
Structural empowerment allows employees to obtain authority through their ability to 
access and mobilise support, resources, information and opportunities through their position 
within the organisation (Laschinger & Havens, 1996). With less rigid structures both leaders 
and staff experience increased formal authority in organisational positions increasing role 
flexibility and visibility, thereby giving both relevance to the key organisational goals and 
authority processes (Laschinger & Havens, 1996). This type of authority sits in stark contrast 
to formal authority that exists in rigid hierarchies. Through practice environments that 
engender empowerment structures, an employees’ informal power is determined by the 
extent of the employee’s networks with senior staff, peers and subordinates, and these 
networks extend beyond the boundaries of nursing staff’s work units (Laschinger et al., 
2001).  
 
Lack of access to resources, information, support and opportunity generates a sense of 
powerlessness in staff. For leaders who do not have empowerment structures in place within 
their practice environment, it is argued that the organisation and the profession hold them 
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accountable without power (Laschinger & Havens, 1996). Conversely those leaders and 
nursing staff with access to the power and opportunity structures within the organisation are 
highly motivated and are able to motivate and empower others by sharing the sources of 
power. Results demonstrated it is this type of work environment that increases employees’ 
job satisfaction (Laschinger et al., 2001).  
 
 Critics of the structural empowerment explanation for work behaviour argue that not 
giving attention to personality or individual differences as variables in work behaviours is a 
limited approach to organisational behaviour. To address this criticism Manojlovich and 
Laschinger (2002) undertook a study using Kanter’s theoretical framework of structural 
empowerment and Spreitzer’s theory of psychological empowerment to examine if 
personality traits of mastery and achievement needs impact on the relationship between 
empowerment and job satisfaction.  The study reported on a secondary data analysis from 
questionnaires of 347 Canadian nurses. Results supported Kanter’s theory that work 
behaviours and attitudes are shaped by factors in the work environment rather than 
personality attributes.   
 
Research examining empowerment structures within nurses’ practice environment has 
increased the profession’s understanding on how nurses’ job satisfaction is influenced by the 
way leaders behave and structure work units in organisations (Manojlovich & Laschinger, 
2002; Laschinger et al., 2001). An American author has also demonstrated that 
empowerment positively influences job satisfaction (Larrabee et al., 2003). Larrabee et al. 
(2003) when examining predictors of job satisfaction and intention to leave concluded that 
the major predictor of the intent to leave was job dissatisfaction. The strongest predictor of 
job satisfaction was psychological empowerment (Larabee et al., 2003). 
 
2.4.3 Job satisfaction and magnet hospital attributes 
A number of nurse researchers examining hospital environments have commonly 
conceptualised them from the perspective of magnet hospital attributes (Aiken et al., 2000; 
Aiken & Patrician, 2000; Aiken et al., 2001; Aiken et al., 2002a; Upenieks, 2003). Magnet 
hospital research in the United States of America has therefore contributed to an increased 
understanding of how nursing practice environments within health care organisations impact 
nurses’ job satisfaction. Since the early 1980s, magnet hospitals have been successful in 
recruiting and retaining nurses by stressing organisational and professional issues (Aiken et 
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al., 2000; Upenieks, 2003). Magnet hospitals have been able to weather previous nursing 
shortages because of their ability to retain nurses, which has been identified as due to their 
professional practice environments and their reputations for valuing nurses (Aiken et al., 
2000).   
 
A national reputational study conducted in 1982 by the American Academy of 
Nursing identified 41 hospitals that were successful in attracting and retaining professional 
nurses at a time when other hospitals were unable to do so (Force, 2005). When these 
hospitals were further examined they were found to have a common set of organisational 
attributes. These were: “flat organisational structure, decentralised decision-making by 
bedside caregivers, inclusion of the chief nurse executive in top management, flexible nurse 
scheduling, unit self-governance, and investment by management in the continuing 
education of nurses” (Aiken et al., 2000).  The constellation of these organisational features 
generates a clinical practice environment in which nurses have more autonomy, more control 
over their practice environment, and more positive relationships with physicians and 
management (Aiken et al., 2000; Upenieks, 2003).  
 
Another characteristic identified as making up the “magnet hospital characteristics” is 
nurses, in a systematic and participatory manner, manage hospital wide nursing governance 
issues such as decisions regarding interdepartmental patient flow issues and equipment 
expenditure (Upenieks, 2003). Importantly hospitals with these organisational characteristics 
have been demonstrated to have lower mortality rates than in matched hospitals (Aiken, 
Smith & Lake, 1994). To measure characteristics of professional nursing practice 
environments of magnet and non-magnet hospitals the Nursing Work Index (NWI) was 
developed and later revised to NWI-R (Aiken & Patrician, 2000). 
  
In further acknowledgement of the importance of the magnet hospital characteristics 
impact on nursing outcomes, during the 1990s the American Nurses Credentialing Center 
(ANCC) developed the magnet hospital framework with the establishment of a set of 14 core 
criteria for a Nursing Service Recognition Program (Force, 2005).  To examine the value of 
being accredited under the ANCC framework Aiken et al. (2000) examined whether seven 
newly designated magnet hospitals had higher rates of registered nurse satisfaction when 
compared with 13 original magnet hospitals. The findings showed that nurses in the ‘ANCC 
hospitals’ perceived greater autonomy in practice, had a powerful chief nursing executive 
and felt their contributions to nursing and the organisation were appreciated and that they 
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were rewarded (Aiken et al., 2000). Nurses in the ANCC had increased job satisfaction and 
had significantly higher educational preparation than did nurses in the original magnet 
hospitals (Aiken et al., 2000). These results identify the value of replicating the magnet 
hospital characteristic as an approach to increasing nurses’ job satisfaction. 
 
 Upenieks’ (2003) work has offered further evidence on the determinants of job 
satisfaction for nurses working in magnet hospitals. In her study Upenieks (2003) examined 
whether magnet hospitals continued to provide higher levels of job satisfaction and 
empowerment among nurses when compared to non-magnet hospitals. The premise of the 
study was the organisational characteristics of magnet hospitals provide the best means for 
clinical nurses to use their expertise and knowledge to deliver excellent patient care, thereby 
increasing job satisfaction and retention of nurses (Upenieks, 2003). Structural 
empowerment was also measured to examine whether job satisfaction discrepancy was 
interlinked with leadership effectiveness and support of professional nursing practice. The 
study included both quantitative and qualitative methodology. The sample consisted of 
clinical nurses and executive nurses from two magnet hospitals and two comparison non 
magnet hospitals. The NWI-R was used to measure job satisfaction and organisational 
attributes relevant to clinical practice.  
 
Magnet hospitals’ scores were significantly higher in all subscales than were non-
magnet hospitals’ scores. Nurses at magnet hospitals rated empowerment higher than their 
counterparts at the non-magnet hospitals. Through increased visibility and accessibility 
magnet nurse executives more frequently articulated the organisation’s commitment to 
nursing and recognition of professional nursing practice (Upenieks, 2003). Leaders at 
magnet hospitals considered their leadership styles to be more transformational than 
transactional; they therefore more often supported an autonomous climate seeing this as the 
type of professional structure that enhances nurses’ job satisfaction (Upenieks, 2003). 
Nursing staff at magnet hospitals rated their leaders as visionary, loyal, accessible and 
responsive, and encouraging of autonomy and critical thinking, and valuing of individual 
nurse’s contributions to the organisation (Upenieks, 2003). Similar to the findings of 
empowerment studies, nurses at magnet hospitals rated the following factors high: 
opportunity for professional growth; autonomy; collaborative team work between nurses and 
physicians; clinical practice opportunities for nurses, and maintaining high standards of care 
in clinical practice settings.  These factors were rated lower by nurses at non-magnet 
hospitals. 
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The results of this study supported both Kanter’s structural theory of organisational 
behaviour, and the organisational characteristics indicative of magnet hospitals, 
demonstrating that both promote structures that increase job satisfaction in nurses. The 
findings highlight the importance of creating work environments that provide access to 
supportive infrastructure which increases nurses’ empowerment and job satisfaction. Nurse 
leaders were identified as the key impetus in shaping and sustaining a positive professional 
practice environment for nurses.  
 
Another study interviewed 279 nurses who worked in 14 magnet hospitals and the 
results confirmed that control over nurses’ practice environments increased job satisfaction; 
however it had an unexpected finding; control over nursing practice, as defined by nurses in 
the study’s sample was not experienced to the extent of previous ‘magnet hospital’ literature 
(Kramer & Schmalenberg, 2003). The authors considered that the hospital mergers and the 
restructuring of the 90s may have inhibited the maintenance of the organisational structures 
important to staff nurses’ control over nursing practice. 
 
2.4.4  Job satisfaction and retention 
Against a background of nursing shortages on the national and international front, 
significant research has studied job satisfaction and its association with nurse retention. 
Irvine & Evans (1995) in their meta-analysis of 73 studies investigated the causal 
relationships among job satisfaction, behavioural intentions, and nurse turnover behaviour. 
The analysis included a theoretical model in which behavioural intentions were viewed as a 
direct antecedent to turnover behaviour. Job satisfaction was viewed to be indirectly related 
to turnover by virtue of the mediating role of behavioural intentions (Irvine & Evans, 1995). 
The meta-analysis revealed a strong positive relationship between behavioural intentions and 
turnover; a strong negative relationship between job satisfaction and behaviour intentions. Of 
the variables related to job satisfaction, work content and work environment had a stronger 
relationship with job satisfaction than economic or individual difference variables. 
Characteristics of the work environment included supervisory relationships, stress, 
advancement opportunity, and participation, which were moderately related to job 
satisfaction as were routinisation of the work, autonomy, and feedback.  
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The salient point made by the researchers regarding increasing job satisfaction was 
that leaders and nurse managers had more control over the work content variables and work 
environment variables, than they did over external labour markets or individual nurse factors 
(Irvine & Evans, 1995). Leaders are therefore in a good position to generate work 
environments that positively influence work content variables and thereby job satisfaction of 
nurses. The authors make note that while the critical situation of an inadequate numbers 
within the nursing workforce will maintain the profession’s focus on nurse turnover; they 
like earlier researchers (Larson et al., 1984) nominated the quality of nurses’ work life as the 
profession’s real problem and responsibility (Irvine & Evans, 1995). 
 
Further work on retention and its determinants was completed by Shields and Ward 
(2001).  They analysed secondary data of 9625 nurses from a national survey of nursing staff 
and found evidence to support the findings of previous studies: job satisfaction was the most 
important determinant in intent to quit, more important than outside opportunities (Shields & 
Ward, 2001). Another outcome of the study was that increased workload and workplace 
relations were important in satisfaction and quitting outcomes (Shields & Ward, 2001). 
Administrative interventions to improve quality of work life for nurses were again 
recommended as being the more effective long-term strategy for reducing turnover. 
 
2.4.5 Summary of job satisfaction studies 
Nineteen studies examined the range of factors that impact job satisfaction. The 
studies were categorised into four groups with recognition that there were overlaps within 
studies making it difficult to assess individual studies as belonging to one category only. 
Challenges exist to reviewing these 19 studies as a whole for a range of reasons. Job 
satisfaction was measured using a number of different tools; therefore few studies measured 
job satisfaction in a similar manner.  Equally, job satisfaction is not well defined in the 
majority of studies and not all studies clearly defined the different independent variables. 
Compounding the complexity of analysis is the fact that different authors combine a range of 
variables, when in their judgement the variables define conceptually similar phenomena 
(Blegen, 1993). Autonomy is an example of this, as it is not well defined in the literature, 
and therefore is addressed under a number of labels: autonomy, control over practice 
decisions, control over nursing practice, and it may also be considered in nonroutinised 
work. Other variables that are sometimes clustered together are group cohesion, social 
support, workplace relations and team functioning. The 19 studies differ greatly in the 
variables emphasised, and the variables deemed of major importance in one study are not 
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always included in other studies (Blegen, 1993). Several studies are more comprehensive 
than others, including environmental, organisational and even individual characteristics. 
Others are narrower in perspective studying only one or two factors. 
 
All 19 studies used correlation, non experimental or cross-sectional designs. 
Correlation designs limit interpretation of causality. Further qualitative data was added in 
three of the studies through the use of semi-structured interviews (McNeese-Smith, 1997; 
Kramer & Schmalenberg, 2003; Upenieks, 2003). No studies reviewed used the most 
experimentally rigorous approach; a randomised controlled design to assess factors that 
impact job satisfaction. For these reasons it is difficult to identify the variables with the 
largest and most consistent effect.  Hospitals were the most common work site in which 
nurse satisfaction was studied. Most studies were conducted in the United States (12); five in 
Canada; one internationally, and one in Australia. The sample sizes ranged widely.  
 
2.4.5.1 Summary of job satisfaction factors 
 Job satisfaction is a complex phenomenon, acknowledged by the multiple variables 
included in the studies. Even the dependent variables are complex social and psychological 
concepts, making simple comparison difficult. The review however, has produced a 
comprehensive summary of the factors associated with job satisfaction from studies 
published in English after 1990, which measured nurses’ job satisfaction. There is sufficient 
evidence to support that an unacceptable percentage of nurses are dissatisfied with working 
conditions in hospitals (Aiken et al., 2001). The findings demonstrated that low job 
satisfaction negatively influences nursing and patient outcomes (Aiken et al., 2002a; Shader 
et al., 2001). 
 
The studies in each of the four categories have identified a number of factors that 
impact nurses’ job satisfaction. In category one, general factors associated with job 
satisfaction, the factors were: non-routinised work, stress, workplace environment and 
relations, workloads, supervisor and peer communication, group cohesion, empowerment, 
recognition of nursing work, autonomy, scheduling, age and career stage, patient centred 
care and valuing nursing work. 
 
The factors in category two, empowerment and job satisfaction were: leaders who 
share control and authority through specified processes, the recognition and valuing of 
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nursing work, autonomy, team relations, work environment, supportive supervisors sharing 
information, giving support and enabling staff’s access to resources and opportunities. 
 
The evidence from category three, magnet hospital attributes and job satisfaction 
identified the following factors: work environments, valuing and recognising nursing work 
and nurses’ contributions, decentralised decision making, visionary, visible, accessible and 
responsive leaders, flexible nurse scheduling, ongoing education for staff, professional 
growth, autonomy, transformational leadership style, collaborative teams and high standards 
of care. 
 
In category four the job satisfaction factors identified as influencing nurse retention 
were: work content and work environment, supervisory relationships, stress, participation in 
decisions, advancement and opportunities, workloads and work place relations. Table 3.1 
summarises job satisfaction categories and the studies contributing to those categories. 
 
A number of similar job satisfaction factors are present in each category. There are 
few factors identified within the job satisfaction literature that a leader cannot influence; age 
and career stage are the two most notable. Research outcomes have therefore been 
accompanied by frequent recommendations from authors for the need to increase the 
education and professional development opportunities for front-line managers. The research 
reviewed provides adequate evidence that an increase in job satisfaction for both nurse 
leaders and nursing staff is more likely to occur within a practice environment in which a 
nurse leader generates evidence-based job satisfaction factors. An analysis of the reviewed 
leadership literature is now described. 
 
2.5 Nursing leadership   
The last two decades have produced a number of studies that provide support for the 
relationships between effective leadership style, job satisfaction and retention. Leadership, 
similar to job satisfaction, is a complex phenomenon that has been studied both 
quantitatively and qualitatively. Cook (1999) when reviewing leadership articles, which in 
the main were opinion led, identified that the increased focus on transformational leadership 
in nursing in the 1990’s represented a paradigm shift. He identified the focus for future 
development in nursing needed to be upon the change from a traditional hierarchical 
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structure, to one promoting an entrepreneurial spirit through transformational leadership 
(Cook, 1999). This change signalled a move from the traditional and somewhat rigid 
hierarchical leadership model that he considered was operating within nursing at that time, 
and which was aligned with the transactional model of leadership (Cook, 1999).   
 
The current way of leading within the profession may be contributing to poor job 
satisfaction outcomes for nursing staff. While there has been extensive leadership research in 
the last two decades there is still not a clear consensus about the specific leader 
characteristics, skills and behaviours that positively influence job satisfaction. Force (2005) 
attempted a limited synthesis of leadership evidence from the work of eight researchers; 
however extensive leadership evidence exists outside of these eight researchers and a more 
comprehensive approach was therefore needed. Seventeen leadership studies, which included 
Force’s (2005) synthesis study, were reviewed to identify the evidence related to leader 
characteristics, skills and behaviours. These 17 studies were assessed and placed in three 
categories: Transformational and transactional leadership, leadership characteristics, skills 
and behaviours and leadership and retention.  As with the job satisfaction studies there is 
some overlap between categories and the study’s allocation to one category relates to its 
main focus. 
  
2.5.1 Transformational and transactional leadership  
Transformational leadership is a component of the full-range leadership theory which 
conceptualises a multidimensional leadership paradigm (Bass & Avolio, 1997). Other 
leadership dimensions within this leadership model are; transactional leadership and non-
transactional leadership styles. Transactional leadership complements the effects of 
transformational leadership (Bass & Avolio, 1997). A key transactional leader behaviour is 
contingent reward (CR) which a leader’s exhibit when placing a focus on rewarding staff. 
Non-transactional leader behaviours are behaviours of avoidance. Transformational leader 
behaviours are exhibited by the leader demonstrating vision, charisma, an ability to motivate 
others to great outcomes, being capable of stimulating staff’s thoughts through their creative 
thinking and by demonstrating consideration for each staff member. The Multifactor 
Leadership Questionnaire (MLQ) is the tool that was used in the following six studies to 
measure the multidimensional aspects of nurse leaders. 
Dunham-Taylor and Klafehn’s (1995) two part study surveyed “exceptional” hospital 
nurse executives and their staff nurses. Part one of the research studied a sample of 81 nurse 
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executives and an undisclosed number of staff nurses. The authors suggested that 
transformational leadership may be classified within three separate characteristics defined as 
charisma, individual consideration, and intellectual stimulation. These three behaviours sit 
within Bass’s model of transformational leadership, and the study found that charisma 
allowed the leader to provide effective communication of the vision and mission of the 
organisation (Dunham-Taylor & Klafehn, 1995). This leadership behaviour also allowed the 
leader to form relationships with individual nursing staff and thereby engage them in the 
importance of the work they and the organisation were doing (Dunham-Taylor & Klafehn, 
1995). Utilising the leader behaviour of individual consideration the leader provided 
individual attention to each nurse by acknowledging the nurse’s strengths and limitations in 
relation to the job. The study identified heightened problem awareness and problem solving 
skills were provided through intellectual stimulation (Dunham-Taylor & Klafehn, 1995). 
Executive nurses who perceived they were high in transformational leadership considered 
nursing staff to be satisfied. Higher job satisfaction was associated with staff who perceived 
higher transformational leadership scores in executive nurses (Dunham-Taylor & Klafehn, 
1995). 
 
Further professional education such as a Master’s in Nursing and/or a doctoral degree 
were suggested as a way to strengthen an individual’s transformational characteristics 
(Dunham-Taylor & Klafehn, 1995). In the second part of their study, a structured interview 
with 81 nurse executives asked two open ended questions about excellence in nursing 
leadership and the leader’s individual strengths and weaknesses. The findings differentiated 
the relationship between transformational leadership and transactional leadership. The 
study’s results suggest that the most effective leaders have leadership characteristics from 
both transformational and transactional leadership style (Dunham-Taylor & Klafehn, 1995). 
 
Medley and Larochelle (1995) also investigated the relationship between the head 
nurse’s leadership style and staff nurse job satisfaction using a correlation study design. 
Nurse leadership style was measured using the MLQ and satisfaction was measured using 
the Index of Work Satisfaction (Medley & Larochelle, 1995). The results from 122 staff 
nurses demonstrated a significant positive relationship between those head nurses who 
exhibited a transformational leadership style and job satisfaction of their nursing staff. In this 
study transactional leadership showed no correlation with staff satisfaction. A major 
difference compared to other studies which have measured transformational and transaction 
leadership was how contingent reward (CR) was measured in this study. Leadership style 
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using Bass and Avolio’s (1997) full leadership model usually scores contingent reward as a 
transactional leader behaviour, however in this study it was scored as a transformational 
behaviour. Within that context transactional leadership did not correlate with job satisfaction. 
Another study outcome of significance was that nursing staff perceived the transactional 
characteristic of management by exception as negative feedback, and it was correlated as a 
dissatisfying factor.  
 
Transformational leadership was again quantitatively measured using the MLQ 
(Morrison et al., 1997). Similar to previous studies, this study found transformational 
leadership to have a significant impact on job satisfaction and empowering nurses to do their 
job (Morrison et al., 1997). The sample included executive nursing staff, nurse managers, 
licensed practical nurses, registered nurses, nursing assistants, and various administration 
staff.  As well as the MLQ, four items from Spreitzer’s empowerment instrument; and job 
satisfaction was measured using a questionnaire by Warr, Cook, and Wall (Morrison et al., 
1997). An expectation of the study was that leadership style would influence aspects of job 
satisfaction not accounted for by empowerment (Morrison et al., 1997). Unlike Medley and 
Larochelle’s (1995) study this research demonstrated both transformational and transactional 
leadership were positively related to job satisfaction; however only transformational 
leadership was positively related to empowerment. In this study contingent reward was 
scored as part of transactional leadership style and it was the only transactional subscale that 
demonstrated a positive relationship to satisfaction.  
 
Participants were grouped into licensed and unlicensed staff for data analysis. The 
relative influence of leadership and empowerment on an individual’s job satisfaction and its 
variance by personnel group was an important finding of this study. Empowerment 
accounted for more variance in job satisfaction for licensed personnel than for unlicensed 
personnel. This evidence highlighted the requirement when designing job satisfaction 
interventions to make allowance for the relative influence of leadership as well as 
empowerment on varying classifications of nursing personnel (Morrison et al., 1997). 
 
A later study by Gullo and Gerstle (2004) investigated a similar research question 
regarding whether nurse manager’s transformational leader behaviours were related to an 
increase in empowerment and job satisfaction of staff nurses. The difference in this study 
was the work context; the nursing department was undergoing a restructure. Registered 
nursing staff’s empowerment, job satisfaction, and perceptions of their manager’s 
 36  
transformational leadership characteristics were the three variables measured in this study. 
Nursing staff who perceived their manager’s to exhibit transformational behaviours 
demonstrated a sense of empowerment. However registered nursing staff’s job satisfaction 
did not correlate with their perception of nurse managers who demonstrated transformational 
leader behaviours. In fact this study demonstrated an inverse relationship between an 
increase in transformational behaviours and job satisfaction. The findings of this study did 
not concur with other studies in which a positive association between job satisfaction and 
transformational leadership was demonstrated (Morrison et al., 1997; Medley & Larochelle, 
1995).  This study was undertaken when there was a progressively worsening nursing 
shortage in the USA, and nursing staff who participated in the study were involved in a 
restructure of the area. Leader behaviours in such an environment appear not to be able to 
counter the lack of job security. 
 
Increased understanding of the relationship between leadership behaviours and 
retention was produced from Kleinman’s (2004) study which sought to describe perceptions 
of managerial leadership behaviours associated with staff turnover, and compared nurse 
manager leadership behaviours, as perceived by the managers, and by their staff nurses. The 
study’s sample consisted of 79 staff nurses and 10 nurse managers. Each provided 
demographic data and completed the MLQ. The causal model of staff nurse retention 
developed by Taunton et al. (1997) was used to examine the relationships between nurse 
manager leadership behaviours and staff nurse retention.  
 
Nurse managers perceived they demonstrated a higher frequency of the leadership 
behaviours of predominantly transformational leadership behaviours, than did their staff. The 
leadership behaviour of management by exception (active) was reported by both nurse 
managers and staff nurses at a relatively low frequency; however it was the only leadership 
behaviour found to be significantly associated with staff nurse turnover. In the study, 
individual consideration was not associated with turnover. This latter finding differs from 
Taunton et al. (1997) who identified a strong association between the leader behaviour of 
individual consideration and staff retention. Taunton et al. (1997) study results however were 
from a much larger sample and a different leadership measurement instrument was also used. 
In Kleinman’s (2004) study staff nurses who considered leaving their job rated their 
managers as having a lower frequency of the leadership behaviour of intellectual stimulation. 
This leadership behaviour involves encouraging and supporting staff to participate in solving 
work-related problems, which generates flatter organisational structures that promote shared 
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leadership and involvement in decision making processes. Work environments with these 
characteristics have previously been identified as linked to increased job satisfaction in both 
the magnet hospital and empowerment studies. 
 
Another study measured transformational and transactional leader behaviours using 
the MLQ to examine the relationship between leader behaviours and staff’s organisational 
commitment (McGuire & Kennerly, 2006). Overall the study’s finding validated that 
transformational nurse leaders promote a higher sense of commitment in nursing staff, 
however there were three interesting findings. First, nurse managers rated themselves higher 
on transformational leadership than did their staff nurses. Second, the leader behaviour of 
idealised influence showed the strongest correlation to commitment scores, and, the final, 
somewhat unexpected results was the leader behaviour of intellectual stimulation showed 
statistically significant results but these were negatively correlated with staff’s organisational 
commitment.  
 
2.5.2 Leadership characteristics, skills and leader behaviours  
 Early in the 90’s two studies, an American and a Dutch study, individually explored 
the relationship between leadership style and job satisfaction using similar methods of data 
collection and the same two leadership constructs were used to measure leadership style, 
consideration, and initiation of structure (Garrett, 1991; Boumans & Landeweerd, 1993). 
These constructs represent two distinct dimensions of leadership. Consideration was defined 
as the extent to which a leader was likely to have job relationships with subordinates, 
characterised by mutual trust, respect for their ideas, consideration of their feelings and a 
certain warmth (Garrett, 1991). Initiation of structure reflected the extent to which a leader 
was likely to define and structure his/her role and those of subordinates toward goal 
attainment (Garrett, 1991). Garrett’s (1991) research examined whether there were 
relationships among the leadership style preferred by the staff nurse, the style staff perceived 
was being demonstrated by their immediate supervisor, and job satisfaction. Data were 
gathered from 188 registered from a mailed questionnaire survey using three instruments: the 
Leader Behaviour Description Questionnaire-Form Xll, and the Ideal Leader Behaviour 
Description Questionnaire-Form, the Job Description Index (JDI) measured job satisfaction. 
Overall the respondents were not highly satisfied with their work situation. Nursing staff 
preferred leaders who were quite high in both consideration and initiation of structure and 
they perceived their head nurse to be moderately high in both dimensions (Garrett, 1991).  
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While a positive relationship between perceived head nurse consideration and job 
satisfaction was anticipated, a positive relationship between initiation of structure and job 
satisfaction was not. The authors suggested the latter findings as being possibly related to the 
context of the contemporary health care system of the time, which was said to be 
experiencing “ dramatic and rapid changes in health care” which were accompanied by 
“changing patient care needs, and short staffing” (Garrett, 1991). It was argued that these 
changes may possibly have created staff nurses who felt comfortable with a leader who was 
in control of the situation but treated subordinates well (Garrett, 1991). Recommendations 
from this study resonate with numerous other researchers’ recommendations for appropriate 
educational preparation of nurse managers. Garrett (1991) recommended mandatory training 
to produce nurse managers who demonstrated behaviours that were high in both 
consideration and initiation of structure.  
 
Similarly, the Dutch study also investigated the relationship between the head nurse’s 
leadership style and nurses’ job satisfaction using a sample of 561 nurses from 16 general 
hospitals in the Netherlands (Boumans & Landeweerd, 1993). However five instruments 
were used in this study: (1) Leadership Behaviour Questionnaire; (2) job satisfaction was 
measured by using seven separate satisfaction dimensions (further details not given); (3) 
meaningfulness was measured by 11 items; (4) absence from work was self-reported; and, 
(5) preference for autonomy was measured (Boumans & Landeweerd, 1993). Results were 
similar to those of Garrett’s study; satisfaction was highest if the head nurse of the unit paid 
attention to both consideration and the instrumental aspects within his/her leadership style. 
This study also evaluated the moderating role of preference for autonomy. The results of this 
relationship were nurses with little need for autonomy were more satisfied with the head 
nurse who emphasised the instrumental aspects of his/her leadership; however for nurses 
with a need for autonomy no relationship between instrumental leadership and satisfaction 
was found (Boumans & Landeweerd, 1993). 
 
 In reanalysing data from her 1997 study, McNeese-Smith (1999) examined the 
relationship between leadership behaviours and staff outcomes. Leader behaviours explored 
were those identified by Kouzes and Posner: challenging the process, inspiring a shared 
vision, enabling others to act, modelling the way, and encouraging the heart (McNeese-
Smith, 1999). Positive statistically significant correlations were found between the 
employee’s perception of the five leadership behaviours and the employees’ self perception 
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of productivity. Data demonstrated that job satisfaction was most influenced by managers’ 
behaviour. Manager characteristics that influenced job satisfaction included: provision of 
recognition and thanks, meeting nurses’ personal needs, helping and guiding individual staff 
members, and using leadership skills to meet the unit needs and support the whole team. 
Staff valued a leader who challenged their development while offering support. Managers 
who created a positive climate in the work environment increased nurse satisfaction and 
improved productivity (McNeese-Smith, 1999). Job dissatisfaction was due to managers not 
giving due recognition and support to nursing staff, not following through on problems, and 
rather than assisting in a crisis, giving criticism.  
 
Bratt et al. (2000) using a cross-sectional survey design studied the influence of nurses 
managers’ attributes, unit characteristics, and elements of work environment on job 
satisfaction of 1973 staff nurses working in a 65 paediatric critical care environments in the 
United States and Canada. Job stress and nursing leadership were found to be the most 
influential variables in the explanation of job satisfaction.  Nurses who perceived their 
managers as having participative style had higher job satisfaction. The study found a strong 
relationship between nurses’ job satisfaction and a nursing leadership style that empowers 
staff.  
 
In Fletcher’s (2001) study job satisfaction and job dissatisfaction and the association 
with the quality of leadership were examined through surveying 1780 registered nurses from 
10 hospitals. Job satisfaction was measured using Hackman’ and Oldman’s Job Diagnostic 
Survey, and quality of leadership was measured using the Immediate Supervisor scale; a six-
item scale measured supervisor reliability, competency, and helpfulness. A relationship was 
found between leadership and job satisfaction. The role of the nurse manager was described 
as leading others to the vision and mission of the organisation by transforming their own role 
to promote teamwork and professional growth. Respondents were found to be slightly 
satisfied with their jobs; rated their supervisors as being true to somewhat true regarding 
reliability, and competence. The lowest means scores for supervisor support related to the 
quality of supervision, and helpfulness. Other issues relating to leadership that impacted 
negatively on satisfaction were: the lack of physical presence of immediate supervisors, 
failure to address problems in the work environment, and managing staffing issues. Fletcher 
(2001) like other authors raised two salient points: the lack of adequate education for nurse 
managers and, the need for greater manager communication with staff nurses that explains 
their managerial duties.  
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Studies in non-English speaking countries have also measured leadership and its 
impact on nursing staff. A Swedish study measured nursing staff’s preference in leadership 
style (Sellgren et al., 2006). Leadership style was measured using a questionnaire that was 
developed for the study which included three dimensions of leadership: change, production 
and employee preferred leadership behaviour. A comparison between managers rating of 
preferred leadership behaviour and nursing staff’s preferred leadership style was completed. 
The results indicated nursing staff wanted a leader with a clearer and more active leadership 
style than the managers perceived themselves to have. Part of this preferred style included 
effective communication, facilitation of goal attainment, effective interpersonal relationship 
and involvement in decision making. 
 
Another Swedish study sought to enhance understanding of staff conceptions of 
nursing leadership on an intensive care unit in Sweden (Rosengren et al., 2007).  Ten staff 
members of a Swedish intensive care unit were interviewed and data analysed according to a 
phenomenographical approach. The focus was on how informants experienced nursing 
leadership and how they made sense of the world around them. Nursing leadership was 
conceived either in terms of ward management activities or leadership as a phenomenon. 
Leadership data were captured under three subcategories: supporting everyday practice, 
facilitating professional acknowledgement, and improving practice. Staff highlighted the 
importance of confirmation from the leader in their daily work. A distant leader was reported 
as an obstacle to staff growth and improvement in patient care. Staff considered effective 
leaders supported every day practice by supplying information, promoting a positive 
atmosphere and ‘keeping the unit together” (Rosengren et al., 2007). This type of leader built 
relationships of trust and cooperation, thereby promoting a positive work atmosphere 
(Rosengren et al., 2007).  
 
Important leader behaviours identified in this study were being available and 
accessible to staff, and clearly outlining the goals of the unit.  Supportive communication 
was reported as a positive leadership skill. Staff saw this as a tool of leadership that creates 
participation of staff and unites professional and individual growth. Staff held the opinion 
that leaders needed to know the competence of individual nurses. Without this leadership 
skill the team believed there was ineffectiveness in promoting professional growth. A 
common conception of staff was that leaders guard high quality of care by having “a 
mandate and power to get everybody on track” (Rosengren et al., 2007). Staff in direct care 
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positions asked for a leader who was focused on them and their problems; which were 
connected with daily ward management. Staff pointed out those nurse managers who want to 
exercise nursing leadership need to take time to be present in daily work; acknowledging 
staff’s professional competency and promote professional growth (Rosengren et al., 2007). 
 
2.5.3 Leadership and retention 
Volk and Lucas (1991) were early researchers who studied the significance of 
effective leadership styles, job satisfaction and nurse retention. A participatory management 
style was found to be related to less turnover in nurses by enhancing their job satisfaction 
(Volk & Lucas, 1991). Within Volk and Lucas’ (1991) research, a leader who adopted a 
participatory management style of a shared decision-making when leading, positively 
impacted nurse retention. High visibility of the leader was also shown to have a positive 
influence on nurses’ job satisfaction and retention.  
 
Leveck and Jones (1996) utilized causal modelling to study the effects of management 
style, group cohesion, job stress, and nursing staff retention. Their four stage theoretical 
model was tested using data from a convenience sample of American nurses in medical, 
surgical and speciality areas. A cross-sectional equation modelling design was completed 
(Leveck & Jones, 1996). Management style was determined as a primary reason for nurses 
staying in the organisation. Echoing results of many other studies, a participative 
management style joined with perceptions of increased group cohesion were found to 
decrease job stress and increase job satisfaction (Leveck & Jones, 1996).  
 
Nurse managers’ leadership characteristics were again studied to ascertain if they were 
a determinant of critical care nurses’ intent to stay in the job, (Boyle et al., 1999). A 
comprehensive retention model which included numerous variables associated with retention 
was developed. The purpose of the study was to investigate the direct and indirect effects of 
managers’ characteristics of power, influence and leadership style on critical care nurses’ job 
satisfaction and retention. Causal modelling and multiple regression analysis were used in 
the data analysis. Inclusion of nurse managers’ characteristics explained more variance in 
intent to stay than previous models (Boyle et al., 1999). Results determined that the way the 
leader coordinated nursing work had a direct link to nurses’ satisfaction. Job satisfaction was 
the most important variable in predicting intent to stay. Effective managers generated a 
culture in which staff’s contributions were sought and valued. Within this culture 
 42  
information was shared by the leader and a teambuilding environment was created. Two key 
variables were identified that directly contributed to a nurse’s job satisfaction and intent to 
stay: nurse leaders’ position of power within the unit, and the leaders’ influence in the daily 
coordination of nursing work within the unit (Boyle et al., 1999).   
 
 An important finding of this study was that staff nurses’ perceptions of their managers 
were associated with their perceptions of the organisation. Participative management style 
demonstrated similar positive results found in earlier work on leadership and retention 
completed by Volk & Lucas, (1991) and Leveck & Jones, (1996). These three studies 
recommended nurse managers be involved in leadership training and specified that nurse 
managers needed to learn how to develop a participative management style (Volk & Lucas, 
1991; Leveck & Jones, 1996; Boyle et al., 1999). 
 
2.5.4 Limited summary of effective nurse managers’ leadership style and retention 
Force’s (2005) review offered a limited synthesis on leadership characteristics, skills 
and behaviour when she synthesised the work of eight researchers: Dunham-Taylor & 
Klafehn, 1995; Aiken et al., 2000; Upenieks, 2003; Goddard & Laschinger, 1997; Boyle et 
al., 1999; Hansen, Woods, Boyle, Bott & Taunton, 1995; Connelly, Bott, Hoffart & Taunton, 
1997, and Manion, 2004.  The study’s focus was to increase understanding within the 
profession of what leader behaviours make a leader effective in enhancing retention.  
 
Five of these researchers’ work has already been examined in the job satisfaction and 
leadership sections of this chapter (Dunham-Taylor & Klafehn, 1995; Upenieks, 2003; 
Goddard & Laschinger, 1997, and Boyle et al., 1999; Aiken et al., 2000). Force’s (2005) 
review of the other three researchers’ work is outlined (Connelly et al., 1997; Manion, 2004; 
Hansen et al., 1995).  At different times both Connelly et al. (1997) and Manion (2004) 
conducted individual studies investigating affiliation and recognition in leaders. Results from 
both studies were similar, demonstrating that affiliation, appreciation and recognition by 
leaders are key components for nurse retention. The findings revealed a primary reason for 
nurses remaining in a job was group cohesion, a sense of belonging, and an ability to relate 
openly with their managers (Connelly et al., 1997; Manion, 2004). The Hansen et al. (1995) 
study examined the relationship between nurse manager’s personality and staff nurses’ 
perception of their leadership style, power and influence. Findings showed a correlation 
between nurse manager personality traits of extroversion with motivation to manage.  
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From the work of the eight researchers Force (2005) identified five themes that were 
considered to have strong implications for nursing leaders who wanted to promote job 
satisfaction and retention. These were: transformational leadership style (Dunham-Taylor & 
Klafehn, 1995; Aiken et al., 2000; Upenieks, 2003), positive extroverted personality traits 
(Dunham-Taylor & Klafehn, 1995; Hansen et al., 1995; Manion, 2004), magnet hospitals’ 
organisational structures (Aiken et al., 2000; Upenieks, 2003), having tenure in the 
organisation, combined with advanced graduate education (Dunham-Taylor & Klafehn, 
1995) and managers who encouraged an atmosphere of autonomy, shared governance, group 
cohesion, and empowerment of staff with reward and recognition (Goddard & Laschinger, 
1997; Boyle et al., 1999). 
 
2.5.5 Summary of studies 
Leadership is a particularly complex phenomenon, acknowledged by the multiple 
variables included in the studies. The 17 studies examined the relationship between nursing 
leadership and a range of nursing outcomes. Nursing job satisfaction was the most frequently 
measured nursing outcome in this review: eleven studies measured job satisfaction (Volk & 
Lucas, 1991; Garrett, 1991; Boumans & Landeweerd, 1993; Medley & Larochelle, 1995; 
Dunham-Taylor & Klafehn, 1995; Morrison et al., 1997; Gullo & Gerstle, 2004; McNeese-
Smith, 1999; Bratt et al., 2000; Fletcher, 2001; Boyle et al., 1999). Three of these studies 
which measured leadership and job satisfaction also measured the effect of leadership on 
retention (Volk & Lucas, 1991; Leveck & Jones, 1999; Boyle et al., 1999). Kleinman (2004) 
measured leadership only and its effect on retention. Another two studies measuring 
leadership and job satisfaction also measured the effect of leadership on the nursing outcome 
of empowerment (Morrison et al., 1997; Gullo & Gerstle, 2004). One study that measured 
leadership and nurses’ job satisfaction also measured nursing staff’s preference for autonomy 
(Boumans & Landeweerd, 1993). Another two nursing outcomes measured in relation to 
leadership were: commitment (McGuire & Kennerly, 2006) and productivity (McNeese-
Smith, (1999). Two studies measured staff’s preference for leadership; Sellgren et al., (2006) 
used a questionnaire and Rosengren et al., (2007) used a phenomenographical approach. 
Force’s (2005) study synthesised previous leadership evidence of eight researchers.  
 
No studies used a rigorous experimental research methodology to test the effect of 
leadership on job satisfaction, rather the majority of studies (16) used correlation, non-
experimental or cross sectional designs which could provide limited interpretations of 
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causality. The majority of studies used theory to guide the research: six used 
Transformational Leadership theory, three used retention paradigms, two used Consideration 
and Initiation of Structure theory and one used Kouses and Posner’s theory of leadership 
practices.   
 
 The sample sizes in the studies ranged widely. Geographically these studies were 
again not widely dispersed with most originating from the United States (13); one study was 
a joint undertaking within Canada and the USA (Bratt et al., 2000), and three studies came 
from Europe; one from Holland (Boumans & Landeweerd, 1992), and two from Sweden 
(Sellgren et al., 2006 and Rosengren et al., 2007). Hospitals were the most common work 
site for the studies. 
  
2.5.6 Summary of findings 
2.5.6.1 Transformational and transactional leadership 
Six studies measured transformational leader behaviours. Of the four studies that 
measured transformational leadership and job satisfaction there was a positive correlation in 
three studies (Medley & Larochelle, 1995; Dunham-Taylor & Klafehn, 1995; Morrison et 
al., 1997). Of these studies one also found a correlation between transformational leader 
behaviours and empowerment (Morrison et al., 1997). Although Gullo and Gerstle (2004) 
found no correlation between transformational leader behaviours and job satisfaction they 
did find an association between transformational leadership and empowerment. A correlation 
was found in one study between transformational leader behaviours and organisational 
commitment (McGuire & Kennerly, 2006). One study found an association between 
transformational leader behaviours and retention (Kleinman, 2004).  
 
There was only limited support for transactional leader behaviours and the only 
transactional leader behaviour that was linked to job satisfaction was contingent reward 
(CW) (Morrison et al., 1997). The transactional leader behaviour of management-by-
exception was found to have a negative correlation with nurses’ job satisfaction (Medley & 
Larochelle, 1995; Morrison et al., 1997; Kleinman, 2004). 
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2.5.6.2  Leaders’ characteristics, skills and behaviours 
The two studies that measured leadership using a Consideration and Initiation of 
structure scales (Garrett, 1991; Boumans & Landeweerd, 1993) found both measures were 
positive in increasing job satisfaction. Staff with little need for autonomy were more satisfied 
with a nurse leader who emphasised the instrumental aspects of his/her leadership (Boumans 
& Landeweerd, 1993). Other leadership factors identified within this category of leadership 
studies identified that leaders are more effective when they display the following leader 
behaviours: recognise and value staff and their contributions (McNeese-Smith, 1999; 
Fletcher, 2001; Force, 2005; Rosengren et al., 2007) are visionary, visible and responsive to 
team members (McNeese-Smith, 1999; Fletcher, 2001; Rosengren et al., 2007), are able to 
generate cohesive teams through the use of good communication and interpersonal skills 
(McNeese-Smith, 1999; Sellgren et al., Fletcher, 2001; Force, 2005), involve staff in 
decisions (Bratt et al., 2000; McNeese-Smith, 1999; Fletcher, 2001; Sellgren et al., 2006), 
focus on patient care (McNeese-Smith, 1999; Rosengren et al., 2007), promote professional 
development (Fletcher, 2001; Rosengren et al., 2007), encourage autonomy (Boumans & 
Landeweerd, 1993: Force, 2005), supply information (Rosengren, et al., 2007) promote a 
positive work environment and offer positive supervisory support (Bratt et al., 2000; 
McNeese-Smith, 1999; Force, 2005;  Rosengren et al., 2007). 
 
2.5.6.3 Leadership and retention 
The leadership studies in the third category, leadership and retention found a number 
of positive leadership factors already identified in the previous two categories. These were: 
leaders who use participatory decision making (Volk & Lucas, 1991; Leveck & Jones, 1996; 
Boyle et al., 1999), high visibility and approachability of a leader (Volk & Lucas, 1991; 
Boyle et al., 1999), leaders who value staff’s work and their contributions to the unit (Boyle 
et al., 1999), leaders who generate team cohesion (Leveck & Jones, 1996; Boyle et al., 1999; 
Force, 2005) and finally leaders who offer positive supervisory support (Leveck & Jones, 
1996; Boyle et al., 1999). 
 
2.5.6.4 Summary 
The review of studies that measured leadership has identified recurrent themes. 
Leadership styles that focus on relationships consistently demonstrated an association with 
an increase in nurses’ job satisfaction and other positive nursing outcomes. However no 
designs used in these studies provided a rigorous evaluation of the effectiveness of 
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leadership on job satisfaction; thereby leaving a serious deficit in the leadership literature by 
providing a confusing array of possibilities for the nurse leader to unravel.  
 
Prior to being able to test the effectiveness of different leader behaviours the evidence 
identified in this literature review first needs to be summarised. Within this study the 
summary of evidence on job satisfaction factors and effective leadership practices will form 
the first component of the study’s leadership model. The summary of job satisfaction factors 
and the leadership practices impacting nurses’ job satisfaction will be completed in Chapter 
3.  Table 3.1 summarises the job satisfaction factors and the leadership practices and the 
studies that support leadership practices which positively impact these nurses’ job 
satisfaction. To construct the second component of the leadership model further nurse unit 
manager competency literature needs to be reviewed and the evidence distilled.  
 
2.6 Further competencies of front line managers 
As well as requiring effective leadership practices, further nurse manager 
competencies are required to fulfil the nurse unit manager role. The role of the nurse 
manager has evolved significantly in response to changes in the health care system in the last 
20 years. Not only are they responsible for the clinical coordination of nursing care within 
the wards, but now they are also responsible for the operation of these business units within 
hospitals. However, nurse managers are often less well prepared to manage these business 
responsibilities, than they are to manage their clinical responsibilities (Kleinman, 2003). 
Clinical nurses who are promoted to nurse unit manager roles are usually poorly prepared for 
the extent of administrative responsibilities, and the business-oriented reality of ward based 
operations (Kleinman, 2003).  
 
To be effective in the nurse unit manager role, a range of business and operational 
competencies are required, which were not addressed within the job satisfaction and 
leadership literature. A further six studies were therefore reviewed to gather evidence on 
these further nurse manager’s competencies (Duffield, 1991; Cameron-Buccheri & Ogier, 
1994; Gould et al., 2001; Scoble & Russell, 2003; Kleinman, 2003; Anthony et al., 2005). 
No studies were identified that focused solely on the business competencies of nurse 
managers. A range of qualitative methodologies were used in the six studies to explore nurse 
manager competencies, and the education preparation required of nurse managers. No 
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studies were retrieved that had used an experimental design to test the effectiveness of nurse 
managers’ business competencies on job satisfaction.  
 
2.6.1 Studies methodologies 
An early Australian study by Duffield (1991) compared the results of a literature 
review, with results from the expert opinions of a Delphi panel, on the competencies 
required of nurse unit managers. Twenty years of literature from both the United States of 
America and the United Kingdom were reviewed in Cameron-Buccheri and Ogier’s (1994) 
study in respect to the competencies required of nurse manager/ward sister to fulfil the 
responsibilities related to that role. Gould et al. (2001) interviewed 15 clinical nurse 
managers regarding the competencies and educational preparation of nurse managers. 
Further data were then obtained through a survey questionnaire developed from the 
interviews and then completed by the remaining 182 nurse managers in the trust hospitals. 
Another two studies used the responses of survey questionnaires to formulate their findings 
on the competencies and educational preparation needed for nurse managers (Kleinman, 
2003; Scoble & Russell, 2003).  In Kleinman’s (2003) study the questionnaire was mailed to 
two different nurse leader groups; 35 nurse managers and 93 nurse executives. Scoble and 
Russell (2003) sent the survey questionnaire to 30 “seasoned nurse leaders” to investigate 
their opinions on the competencies and education preparation required of nurse managers in 
2020. Focus interviews of 32 nurse managers, divided into three groups on an educational 
basis, were used by Anthony et al. (2005) to collect data to increase understanding of the 
pivotal role of nurse managers within the hospital, and on the competencies they require. 
Interviewees were asked to describe the skills, knowledge and the characteristics they used 
to successfully complete their role. 
 
2.6.2 Findings 
2.6.2.1 Financial competencies  
There was consistency in the six studies regarding the key role nurse managers play 
within the profession and within the health care system, however in relation to the 
requirement of further competencies, one major difference was found in Duffield’s (1991) 
study. Within this study the Delphi panel did not include financial competencies as a 
requirement of front-line nurse managers. Interestingly, the earlier joint study between 
American and United Kingdom researchers, Cameron-Buccheri and Ogier (1994) did 
recognised the role of nurse managers/ward sisters had expanded in recent years to include 
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fiscal responsibility for multiple units. However, the researchers in this study identified 
concerns that in taking on this role nurse managers would have less time to spend on the 
essential leader behaviour of supportive supervision. Adding financial responsibilities to the 
role was seen as reducing nurse manager’s focus in relation to supervisory support 
(Cameron-Buccheri & Ogier, 1994). As Kleinman (2003) points out in her study, the health 
care context had changed dramatically during the last decade, created by an increased focus 
on finite budgets, thereby requiring nurse managers to have financial and business 
competencies. Scoble and Russell’s (2003) identification that the expanded role of the nurse 
managers in the last decade, placed nurse managers as leaders within the whole health care 
system aligns with Kleinman’s (2003) position. Participants in one study nominated business 
administration and financial management in the top five subjects for nurse managers’ 
competencies (Scoble & Russell, 2003). Researchers in the four later studies identified front-
line nurse managers as carrying broader responsibilities within the whole health care 
organisation than those described in Duffield’s (1991) and Cameron-Buccheri and Ogier 
(1994) earlier studies.   
 
2.6.2.2 Human resource and operational competencies 
Other competencies identified in the six studies were a range of human resource and 
operational competencies. Both Duffield (1991) and Cameron-Buccheri and Ogier (1994) 
considered the nurse manager role to be central in managing staff and staff relationships. 
Gould et al’s. (2001) study participants identified that nurse managers required expertise in: 
dealing with difficult people, developing a learning environment, disciplinary processes, 
managing staff, priority setting and recruitment. Within this study, the nurse managers who 
were interviewed or surveyed felt clinically competent, but did not feel they had been 
adequately prepared for the operational, human resource and business aspect of this 
leadership role (Gould et al., 2001). Inadequate preparation led to nurse managers 
experiencing a lack of confidence in dealing with a range of responsibilities related to human 
resources, operational and budget issues within their roles (Gould et al., 2001). Clinical nurse 
managers in this study perceived they would benefit from further training in human 
resources, managing budgets and deputising for senior colleagues across the trust.  
 
Included in the top five topics/skills/competencies required for nurse managers’ 
education in 2020, in Scoble and Russell’s (2003) study, were management and human 
resource management. Cameron-Buccheri and Ogier’s (1994) study recognised nurse 
managers are now asked to be managerial experts as well as expert clinicians. They 
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suggested that to fulfil these joint responsibilities nurse managers required appropriate 
support from their own line managers. Appropriate support was perceived as sharing 
information, encouraging staff to have influence on their organisation and on its policies, and 
assisting them to receive recognition for their nursing work within the organisation 
(Cameron-Buccheri & Ogier, 1994).  
 
Within Anthony et al’s (2005) study, team construction was identified as an important 
nurse manager competency; however this competency was recognised as being built on a 
range of complex leadership, budget and human resources’ skills. Scheduling was identified 
as a human resource activity which impacts team functioning. Underpinning flexible 
scheduling was the requirement of the nurse manager to have good knowledge of budget and 
staffing, and developed leadership practice (Anthony et al., 2005). Further highlighting the 
need for developed finance, human resources and operational competencies, the nurse 
managers articulated their role as needing to match resources with the needs of patient 
caseloads (Anthony et al., 2005). Similar to the findings of Cameron-Buccheri and Ogier’s 
(1994) study the nurse managers in Anthony et al’s (2005) study considered coaching and 
mentoring essential for them to be able to effectively fulfil their complex responsibilities as 
nurse managers.  
 
In Kleinman’s (2003) study both nursing management groups agreed that the human 
resource skills of staffing, scheduling, and management were the three most important 
competencies for nurse managers. Kleinman (2003) argued that nurse executives needed to 
consider nurse manager preparation given the importance of the position. She specifically 
advocated for nurse managers who have been promoted on clinical expertise to have 
educational experiences that would develop the business and operational knowledge and 
skills required for the nurse manager role (Kleinman, 2003). 
 
2.6.3 Summary of findings of nurse managers’ competencies 
From the six studies reviewed further competencies were identified of front-line nurse 
managers that had not previously been identified in the job satisfaction and leadership 
literature. The findings of the six studies offered good insights into the changes in 
competencies that had occurred during the fourteen year period covering the studies. The 
pivotal leadership role of nurse managers was confirmed in all studies, however owing to the 
increased focus on health expenditure that had taken place; financial competency was 
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identified as an essential competency of nurse managers in the current health care system. 
Also the expanded role of nurse managers which emerged over the decade has placed nurse 
managers as key leaders within the whole organisation (Scoble & Russell, 2003). To fulfil 
the responsibilities of this expanded role two other areas of competency; human resources 
and business operational management, were nominated from the findings in the four later 
studies.  
 
As the role responsible for now operating the business units of hospitals, nurse 
managers need to be competent in finance, human resource and operational management. 
The changed nature of health care requires nurse managers to manage the day-to-day 
operations of the ward, contain costs, build productive work teams, maintain quality care and 
satisfy both patients’ and staff’s needs. To achieve these outcomes nurse managers now 
require expertise in effective leadership practices, human resources, budgeting, trend and 
variance analysis, and they need to have a developed ability to represent and advocate for 
nursing in budget and human resource meetings (Kleinman, 2003). 
 
2.7 Review of Leadership Development Programs 
Extensive literature has been generated in relation to leadership development within 
nursing. Principles, frameworks, content and teaching methodologies regarding leadership 
development have been described in text books and journal articles.  For the purpose of this 
research, a review of the literature on implemented leadership programs in nursing was 
undertaken. Key words used for the search were ‘nursing leadership programs, nursing 
leadership development programs, and nursing leadership training’. Databases included 
CINAHL 1990-2007, Pre-CINAHL, MEDLINE. Nine nursing leadership development 
programs that had been implemented fit the criteria for review and are discussed in the 
following section. A summary of these studies, including each of the program’s objectives, 
its design, its content and teaching methodologies, theoretical framework and the program’s 
evaluation methods are provided in Table 2.4 (Appendix B). Finally, the limitations of the 
existing leadership programs are identified. 
 
2.7.1 Objectives and participants of the leadership programs 
All nine programs sought to increase the leadership capability of its nurse participants 
(Wolf, 1996; Tourangeau, 2003; Cunningham & Kitson, 2000; Squires, 2001; Connelly et 
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al., 2003; Flowers et al., 2004; Maguire et al., 2004; Duffield, 2005; Wilson, 2005). 
Participants undertaking the leadership development programs included: baccalaureate-
prepared registered nurses (Wolf, 1996), senior nurses and ward sisters (Cunningham & 
Kitson, 2000), newly appointed nurse managers (Squires, 2001), “established leaders” and 
“aspiring nurse leaders” (Tourangeau, 2003), senior nurses and modern matrons (Flowers et 
al., 2004), and front-line nurse managers in the other four studies (Connelly et al., 2003; 
Maguire et al., 2004; Duffield, 2005; Wilson, 2005). 
 
Three studies examined other outcomes possibly associated with a change in 
leadership capability. Cunningham and Kitson (2000) measured changes in the quality of 
patient care. The focus of the small program described in Squires’ (2001) study was on the 
retention of newly appointed nurse managers, and anticipated turnover and work satisfaction 
were measured in another program (Wilson, 2005). 
 
2.7.2 Content and teaching methodologies 
The length of programs varied widely ranging from an 18 months program 
(Cunningham & Kitson, 2000) to a two day training program (Flowers et al, 2004). Programs 
in the main were conducted over a two to four week period. Nevertheless when this point is 
considered with the other facts, that the programs were conducted in four different countries 
(USA, UK, Canada, Australia) over a nine year period, numerous similarities were identified 
across the nine programs in both the program content, and teaching methodologies. All 
programs ‘taught leadership content’ through a range of learning methodologies. Five 
programs specifically nominated coaching and mentoring as being used to generate 
leadership learning (Wolf, 1996; Squires, 2001; Tourangeau, 2003; Flowers et al., 2004; 
Wilson, 2005). Coaching and mentoring were implied as part of the learning experience in 
three other studies (Cunningham & Kitson, 2000; Connelly et al., 2003; Duffield, 2005).  
 
The role of the ‘expert facilitator’ in one of these programs took on the role of coach 
when she “helped all participants to construct their personal development plans” 
(Cunningham & Kitson, 2000). She also took on the role of a mentor for the four senior 
nurse participants in this program when she mentored and facilitated within their own action 
learning set (Cunningham & Kitson, 2000). Facilitators in another program played a 
coaching role due to the stated program requirement that facilitators must have leadership 
experience as, a charge nurse, head nurse, supervisor or subject matter expert (Connelly et 
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al., 2003). This experience was considered a requirement to facilitate effective leadership 
learning with participants throughout the program. The theoretical concepts underpinning a 
Master Class approach in Duffield’s (2005) program align with coaching and mentoring 
principles. It was identified that “the role of the facilitator is one of providing opportunities 
for individuals to analyse and understand their own behaviour” and leadership responses 
(Duffield, 2005). 
 
Face to face sessions were used in all nine programs. Only one program nominated a 
self-paced learning process that would be facilitated by more senior nursing staff mentors 
(Squires, 2001). One study relied heavily upon a 360 degree appraisal system to inform 
learning experiences within the “two-day intensive leadership program” (Flowers et al., 
2004). Three programs employed interactive exercises and scenario-based activities to assist 
the participants in developing in a wide range of leadership competencies (Connelly et al., 
2003; Maguire et al., 2004; Duffield, 2005). Personal development plans, action learning, 
workshops, patient observations and listening to patient narratives were used by an expert 
facilitator to enhance effective clinical leadership development in one UK study 
(Cunningham & Kitson, 2000).   
 
Program content which is presented in Table 2.4 clearly demonstrates a consistency 
within program designers’ selection of subjects that were considered necessary in the nine 
leadership development programs. An array of leadership content was included in all 
programs. Leadership relational skills of communication and problem solving were 
identified in seven programs (Wolf, 1996; Cunningham & Kitson, 2000; Connelly et al., 
2003; Maguire et al., 2004; Flowers et al., 2004; Tourangeau, 2003; Wilson, 2005).  Squires 
(2001) does not explicitly identify these subjects as part of the program. Duffield (2005) also 
does not expressly identify these two subjects, however from the list of topics that were 
addressed in the Master Class, for example, emotional intelligence, team building and 
dealing with difficult people, it appears sensible to conclude that these subjects would have 
been explored in some depth within that program. What was surprising was the fact that 
although financial management skills were identified in four of the six competencies studies 
reviewed, only six programs specified this subject as part of the program’s content (Wolf, 
1996; Squires, 2001; Maguire et al., 2004; Tourangeau, 2003; Duffield, 2005; Wilson, 2005). 
 
In the main all programs had a practical, experimental and work-based approach. Four 
programs specifically identified that the program’s emphasis was not just on knowledge and 
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skills acquisition, but on exploring attitudes, values and behaviours (Maguire, et al., 2004; 
Cunningham & Kitson, 2000; Tourangeau, 2003; Duffield, 2005). Cunningham and Kitson 
(2000) made an important point regarding the nexus between program content and teaching 
methodologies. They considered the program’s strength was the fact that it was an 
experiential work-based approach, where the content and the process of engaging in the 
learning process were equally important.  
 
2.7.3 Theoretical framework 
 Seven of the nine programs reviewed utilised some form of a theoretical framework 
from which the program was designed (Wolf, 1996; Squires, 2001; Connelly et al., 2003; 
Maguire et al., 2004; Cunningham & Kitson, 2000; Tourangeau, 2003; Duffield, 2005). 
Squires (2001) and Connelly et al. (2003) designed, implemented and evaluated the program 
using adult learning principles.  In Connelly et al’s (2003) program the framework was 
augmented with specific competencies that were previously identified in qualitative research, 
in which 42 participants who usually acted in the charge nurse role were asked to nominate 
the competencies required for the role. Participants in the study articulated 54 specific 
competencies (Connelly & Yoder, 1996).  Maguire et al. (2004) used a learner centred 
framework in which instructors operated as facilitators rather than lecturers. The philosophy 
underpinning this framework was that participants were treated as full learning partners, 
making the learning process a democratic and collaborative endeavour (Maguire et al., 
2004).   
 
Only four of the programs used a leadership framework (Wolf, 1996; Cunningham & 
Kitson, 2000; Tourangeau, 2003; and Duffield (2005). The Situational Leadership model 
was utilised in Wolf’s (1996) study. Within this model, “leadership is defined as an attempt 
to influence individuals and groups” (Wolf, 1996). Cunningham and Kitson’s (2000) 
theoretical framework incorporated the theory of transformational leadership. Within the 
program this type of leadership was described by the authors as “moving away from control 
and command type leadership to one in which the leader promotes a more participatory, 
emancipatory style of leadership that emphases creative problem solving, flexibility and 
speed of response” (Cunningham & Kitson, 2000).  Kouzes and Posner’s (1995) five 
leadership competencies model was used in the Canadian program examined by Tourangeau 
(2003). Learning opportunities at the Canadian institute were guided by this conceptual 
framework, asserting that nurse leaders required competencies in four domains: nursing 
practice, the business of healthcare, leadership practices, and use of self (Tourangeau, 2003). 
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Within this program the learning experiences were delivered by three experienced nurse 
leaders, over five days, who used didactic sessions, self-reflection, small group discussion 
and problem solving, coaching and networking opportunities to increase leader competencies 
aligning with the adopted leadership framework (Tourangeau, 2003). Duffield’s (2005) 
Australian program used an innovative theoretical paradigm of a Master Class. The learning 
experiences based on a Master Class framework were adapted for working with nurse unit 
managers to increase the effective leadership of this group. The basis of the program was 
that skills required of nurse unit managers are not easily taught and lend themselves to 
learning from and through experience and structured interaction with colleagues. Activities, 
games and exercises were used in the program that fostered creativity, flexibility and team 
building. These four programs which utilised a leadership framework also included content 
material related to the operational aspects of the front-line nurse manager role (Wolf, 1996; 
Cunningham & Kitson, 2000; Tourangeau, 2003; Duffield, 2005).   
 
2.7.4 Program Evaluation Methods 
Three programs evaluated changes in leadership following the program using a pre-
test/post-test methodology (Wolf, 1996; Cunningham & Kitson, 2000; Tourangeau, 2003). 
Wolf (1996) measured changes in knowledge acquisition and application of Hersey and 
Blanchard’s model of leadership styles and leadership styles adaptability. Results from this 
study showed that participants undertaking the four-day management training program were 
able to obtain short-term changes in their primary leadership styles, with participants 
increasing their scores in leadership styles that were more participative (Wolf, 1996). There 
were no significant changes regarding participants’ leadership style adaptability scores 
(Wolf, 1996). A number of leadership dimensions significantly improved on the MLQ 
scoring tool in Cunningham and Kitson’s (2000) study. There was also evidence to show 
patient care had improved. This latter outcome was measured by examining the way nursing 
care was organised, and by patients’ account of the care they received. Weak internal 
consistency results within two of the five Kouzes and Posner’s leadership competencies 
meant that only three could be accurately measured in the Tourangeau (2003) study: 
challenging the process, inspiring a shared vision, and encouraging the heart. There were no 
statistically significant differences found in the self-reported leadership practices by institute 
participants, however supervisors reported significant increases in aspiring and established 
leaders, on two leadership practices: challenging the process and inspiring a shared vision 
(Tourangeau, 2003).  Peers also observed improvements in participants’ leadership 
behaviours in all five leadership practices (Tourangeau, 2003) 
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Another program that used a pre-program and post-program evaluation measured 
anticipated turnover and work satisfaction (Wilson, 2005). This study had a strong focus on 
evaluating the outcomes of the program. Content subjects that were taught within the 
program are listed in the paper, however detailed teaching methodologies are not provided 
within the article. Individuals were not matched between the two data time periods; 
conclusions could therefore only be made for comparisons of the reported groups. In relation 
to work satisfaction there were no statistically significant changes between time one and time 
two, however there was a significant decrease in anticipated turnover (Wilson, 2005). This 
outcome challenges the association previously documented in the literature between work 
satisfaction and retention (Boyle et al., 1999). 
 
All other programs used participants’ verbal and/or written feedback to evaluate the 
leadership program. Connelly et al., (2003) attempted to augmented participants’ feedback 
with head nurses’ assessment of the participants, however the response rate was too low to 
provide meaningful data. In Duffield’s (2005) study participants provided feedback using a 
26 item evaluation tool. No program tested the effects of the programs using a randomised 
control trial.  
 
2.8 Limitations and gaps in existing research 
All studies evaluated program effectiveness using only a single treatment group. The 
methodological designs of the program evaluation were relatively limited. Four of the nine 
programs used single group pre-program/post-program designs to evaluate outcomes of the 
leadership program (Wolf, 1996; Cunningham & Kitson, 2000; Tourangeau, 2003: Wilson, 
2005). All four studies used quantitative data: three to measure the changes in leader 
behaviour and one to measure changes in participants’ job satisfaction. Of these four studies, 
one study also used qualitative data to examine the patient experience (Cunningham & 
Kitson, 2000). The other five studies used participants’ verbal and/or written feedback to 
evaluate the leadership program. Thus the evaluations of the leadership programs show 
serious methodological weaknesses, with no study using a comparison group to evaluate the 
program’s impact. 
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Wilson’s (2005) study was the only one that examined work satisfaction as an 
outcome of the leadership program. This program however lacked a theoretical framework 
that is required to inform consistency with regard to the content and teaching strategies 
needed within a leadership program. Job satisfaction was not measured in the other eight 
leadership programs. One study used the principles of the Master Class theoretical paradigm 
to inform the teaching methodology used within the leadership program; however the 
contents of the program were generated from the participants in the program. Cunningham 
and Kitson’s (2000) program’s content and teaching methodologies were stated to have been 
derived from “a menu of activities that had been identified in research literature as 
contributing to improvements in personal development and professional performance” 
(Cunningham & Kitson, 2000). Details of the evidence from the literature were not provided. 
Another program identified that a literature search was undertaken prior to the 
commencement of the leadership program (Squires, 2001). Once again details of the results 
of the literature review were not supplied. 
 
 An optimum time in which to conduct a leadership development program to generate 
particular outcomes was not identified in the literature reviewed. The programs’ length 
ranged between two days (Flowers et al., 2003) and 18 months (Cunningham & Kitson, 
2000). Programs were delivered in a variety of settings, which included work environments 
(Cunningham & Kitson, 2000) and different education settings (Maguire et al., 2004; 
Tourangeau). Five of the programs offered the program to nursing staff from a range of 
settings (Duffield, 2000; Connelly et al., 2003; Flowers et al., 2003; Maguire et al., 2004; 
Tourangeau, 2003). No program evaluated the effects of the educational site or the value of 
including staff from different work sites. 
 
None of the programs used a theoretical framework which integrated evidence from 
the literature on leadership and/or job satisfaction. The value of an evidence-based leadership 
framework is that it could guide the program’s content and teaching strategies thereby 
ensuring that the content and the teaching methodologies are linked to relevant evidence. In 
terms of the focus of the current study, none of the nine leadership programs were therefore 
suitable as a complete leadership development program for nurse unit managers within 
Australia. However, some of the content material and teaching strategies dispersed 
throughout the nine programs have merit in relation to the evidence identified in the 
literature review and will therefore be utilised where relevant in the LDP. 
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2.9 Further research required 
2.9.1 Leadership model and leadership development program 
 
The objective of the major part of the literature review was to gather evidence related 
to nursing leadership and nurses’ job satisfaction, which could be used to instruct a 
leadership development program for front-line nurse managers. The leadership development 
program, outlined in Chapter 3 is structured on an evidence-based leadership model, which 
was constructed for this study. The first major component of the leadership model is a 
summary of the leadership practices shown in the literature to be effective in positively 
influencing nurses’ job satisfaction (Table 3.1). The second component of the leadership 
model is based on the three major business competencies summarised from the literature and 
identified in the ‘Fleming Leadership and Management Education Model’ (FLAME model, 
Figure 3.1).  
 
Research evidence suggests an association between nursing leadership and nurses’ job 
satisfaction; however the evidence available has not been summarised nor have RCTs been 
conducted that test the effectiveness of this association. Consequently designing an 
evidence-based LDP intervention and then testing it using a RCT is urgently required to 
provide high quality evidence on the set of leadership practices required by nurse managers.  
 
 To be effective in the current health care system nurse managers are required to 
possess integrated practice that includes specific leadership practices, and the business 
competence, to manage both the leadership role and the business aspect of nursing work in 
hospital wards. Owing to the fact that nurse unit managers are the nurse leaders who are 
responsible for the operations of the business units of the hospital, a second component of 
the leadership model includes the business and operational competencies of front-line nurse 
managers. Basing the development of front-line nurse managers on an evidence-based 
leadership framework enables the profession to evaluate, in a rigorous manner, the efficacy 
of leadership practices flowing from the model. The two major components of the evidence-
based leadership model for nurse managers is summarised in Figure 3.1 (FLAME model) 
and its relevance to the leadership development program will be outlined in the following 
chapter, Chapter 3. 
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TABLE 2.1 Learning content of reviewed leadership programs  
Learning content Wolf, 1996 
Squires, 
2001 
Connelly et 
al., 2003 
Maguire et 
al., 2004 
Cunningham 
& Kitson, 
2000 
Flowers et 
al., 2004 
Tourangeau, 
2003 
Duffield, 
2005 
Wilson, 
2005 
Conceptual framework          
Leadership framework          
Role of nurse manager          
Required competencies of the 
role 
         
Leadership          
Management          
Planning          
Human resource 
management 
         
Financial management          
Organisation and delegation          
Goals setting          
Problem solving          
Communication           
Conflict management          
Staffing and scheduling          
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Chapter 3 
Leadership Development Program 
3.1 1ntroduction 
 
This chapter has three major sections. The first section identifies the approach taken to 
construct the leadership developmental model that informs the leadership development 
program’s design. This model is based on evidence informing 10 core areas of leadership 
practice. The leadership model has two components. The first component is the constellation 
of ten leadership practices summarised from the literature; and the second component is a 
cluster of business competencies identified in the literature as required by nurse unit 
managers. The second section of the chapter describes the design of the LDP, including its 
learning objectives, content and teaching methodology. Finally, in section three the leadership 
program’s sessions are outlined, demonstrating how the program’s outcomes will be achieved 
through integrating into each session the relevant content and teaching methodologies.  
 
3.2 Leadership Developmental Model: constellation of nursing 
leadership practices 
The first component of the leadership model was constructed from a summary of the 
current evidence found within the job satisfaction and leadership literature. Systematic 
reviews of randomised controlled trials provide the strongest level of evidence to guide 
interventions for practice (Fineout-Overholt et al., 2005). Designed to assess the effectiveness 
of interventions, systematic reviews are substantially more onerous than are traditional 
research reviews, involving the application of scientific techniques that enhance conclusions 
by scoring the quality of the individual studies (Jennings & Loan, 2001). The systematic 
review process has been aptly described by Droogan and Song (1996) as “a piece of research 
on research”. Currently within the literature no systematic reviews have been undertaken as 
no studies were identified that used RCTs to test the determinants of job satisfaction, or the 
effectiveness of leadership practices taught in nursing leadership programs on job satisfaction. 
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Within the job satisfaction and leadership literature two authors nominated their work as 
meta-analytic studies (Blegen, 1993; Irvine & Evans, 1995). Meta-analyses of numerical 
findings provide precise estimates of an association in reviews of effectiveness, through 
statistical synthesis of multiple studies (Pearson, Wiechula, Court & Lockwood, 2005). 
Blegen (1993) quantified the results from 48 studies reporting correlations between job 
satisfaction and other variables. Whereas, Irvine and Evans (1995) investigated the causal 
relationships among job satisfaction, behavioural intentions and nurse turnover behaviour, 
through an analyses of 73 studies. Both these studies provided relevant evidence through 
quantifying variables on job satisfaction.  
 
The lack of systematic reviews on job satisfaction and on leadership development 
programs means currently there is insufficient evidence to incorporate into leadership 
practice. Neither is the available evidence sufficient to generate a leadership development 
program intervention that could be rigorously tested; therefore within this study a LDP was 
designed from the current evidence and then evaluated to generate new evidence on the 
association between nursing leadership programs and nurses’ job satisfaction (Fineout-
Overholt et al., 2005).  
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3.2.1 Summarising current evidence: thematic categories of job satisfaction and 
leadership 
The evidence from 36 studies which measured job satisfaction and/or leadership was 
distilled and then summarised to identify the determinants of job satisfaction, and the 
recurrent leadership practices identified by the researchers as being effective in increasing 
nurses’ job satisfaction.  
 
Ten major categorical themes related to job satisfaction and leadership emerged from 
the literature. These were: (1) the leader’s vision, visibility and accessibility, (2) 
empowerment, (3) participation in decision making, (4) supervisor support, (5) team or group 
cohesion, (6) work loads, (7) autonomy, (8) transformational leadership, (9) peer support, (10) 
recognition and valuing of nursing work. A leader demonstrating vision, visibility and 
accessibility was identified in eleven studies as positively influencing job satisfaction. Nine 
studies identified the positive relationship between empowerment and nurses’ job satisfaction. 
An association between participatory leadership style and job satisfaction was also found in 
nine studies. Supervisory support was identified by eight studies as positively influencing job 
satisfaction. Importantly both meta-analytic studies (Blegen, 1993; Irvine & Evans, 1995) 
found supervisory support moderately associated with job satisfaction. Six studies identified 
an association between work loads and job satisfaction. Team or group cohesion was 
identified in six studies as positively associated with nurses’ job satisfaction and autonomy 
was found to positively influence job satisfaction in six studies. In both Blegen’s (1993) and 
Irvine and Evans (1995) meta-analytic studies a correlation of moderate size was found 
between autonomy and job satisfaction. Three of the four studies that examined 
transformational leadership and job satisfaction found a positive association between the two 
variables. Two other studies found that transformational leadership was associated with 
retention and commitment. Peer support was another factor identified in four studies as 
positively influencing job satisfaction. This factor was found to have a correlation of 
moderate size in both Blegen’s (1993) and Irvine and Evans (1995) meta-analytic studies. 
Recognition and valuing of nursing work was acknowledged in Blegen’s (1993) meta-analytic 
study, Boyle et al (1999) and in the ‘magnet hospital research’ (Aiken et al, 2001; Upenieks, 
2003). A tabulated summary of the evidence is presented in Table 3.1.  
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TABLE 3.1 Thematic categories of job satisfaction factors 
Job satisfaction factor    Studies 
1. Leader’s vision, visibility and 
accessibility 
− Volk & Lucas (1991) 
− Dunham-Taylor & Klafehn (1995) 
− Medley & Larochelle (1995) 
− Morrison et al. (1997) 
− Havens & Aiken (1999) 
− Aiken, et al. (2001) 
− Fletcher (2001)    
− Upenieks (2003) 
− Kleinman (2004) 
− Mcguire & Kennerly (2006)     
− Rosengren et al. (2007)             
2. Empowerment − Laschinger & Havens (1996) 
− Goddard & Laschinger (1997)  
− Morrison et al. (1997), 
− Bratt et al. (2000) 
− Laschinger et al. ( 2001) 
− Manojlovich & Laschinger (2002) 
− Larrabee et al. (2003) 
− Upenieks (2003),  
− Bartram et al. (2004)  
3. Participatory decision making − Irvine & Evans (1995) Meta- analytic study, 
Volk & Lucas (1991)  
− Leveck & Jones (1996) 
− Boyle et al. (1999)  
− Bratt et al. (2000) 
− Aiken et al. (2000) 
− Aiken et al. (2001) 
− Sellgren et al. (2006) 
− Rosengren et al. (2007)  
 4. Supervisor support − Blegen (1993) Meta- analytic study  
− Irvine & Evans (1995) Meta- analytic study 
McNeese-Smith (1997)  
− Boyle, et al. (1999)  
− Aiken, et al. (2002b) 
− Upenieks (2003)  
− Bartram et al. (2004)  
− Rosengren et al. (2007)   
 5. Team/Group cohesion − Leveck & Jones (1996) 
− McNeese-Smith (1997),  
− Boyle et al. (1999)  
− Shader, et al. (2001) 
− Fletcher (2001) 
− Bartram et al. (2004)   
 6. Workloads 
 
− McNeese-Smith (1997)  
− Aiken et al. (2000)  
− Aiken et al. (2001) 
− Aiken et al. (2002b) 
− Upenieks (2003)  
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− Shader et al. (2001) 
 7. Autonomy 
 
 
− Blegen (1993) Meta- analytic study 
− Irvine & Evans (1995) Meta- analytic study 
Boyle et al. (1999) 
− Aiken et al. (2000) 
− Kramer & Schmalenberg (2003)  
− Upenieks (2003) 
 8. Transformational leadership 
 
− Dunham-Taylor & Klafehn (1995)  
− Medley & Larochelle (1995) 
− Morrison et al. (1997) 
− Kleinman (2004)  
− McGuire & Kennerly (2006)  
     9. Peer support − Blegen (1993) Meta- analytic study  
− Irvine & Evans (1995) Meta- analytic study      
− McNeese-Smith (1997)   
− Bartram et al. (2004) 
     10.Recognition and valuing nursing 
          work        
− Blegen (1993) Meta- analytic study  
− Boyle et al. (1999)  
− Aiken et al.(2000)       
− Upenieks (2003) 
 
3.2.2 Leadership model: cluster of business competencies 
For effective front-line nurse management the literature identified that a cluster of 
business competencies were required to augment the constellation of leadership practices 
within front-line nurse managers. Three major business competencies were identified as being 
necessary for front-line nurse managers to function effectively. These were: financial, human 
resource and operational management.  
3.3 FLAME Model 
The summarised evidence from the job satisfaction and nursing leadership literature forms 
the first component of the Fleming Leadership and Management Education (FLAME) model. 
The second component of the model was constructed from the evidence distilled from the front 
line manager competency literature. 
3.4 Developing the leadership program 
3.4.1 Purpose of Program 
The purpose of the program was to develop leadership practices and business 
competencies in nurse unit managers, which have been identified as improving their job 
satisfaction and the job satisfaction of nursing staff who reported to them.  
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3.4.2 Program Design 
The LDP design was grounded in the findings of an extensive literature review. The 
design of a program is a decision making process that allows the facilitator of the program to 
identify the most important elements of the program’s content and its teaching and learning 
strategies. Importantly it provides an effective way to plan how the learning and teaching 
activities will be used to meet the program’s objectives. When a theoretical framework is used 
to guide program design it allows an integrated approach by providing systematic information 
regarding the factors influencing the program, how learning is to take place, and importantly 
how the nominated learning can be transferred to practice. The study’s evidence-based 
leadership model provided this framework. The two components of this theoretical leadership 
framework; leadership practices and business competencies, informed both the program’s 
content and teaching strategies. Ensuring a strong nexus is developed between a program’s 
content and its teaching strategies is an important principle in program design, which was 
identified in Cunningham and Kitson’s (2000) leadership program. This fundamental 
principle facilitates the integration of theory and practice, and was therefore applied when 
designing the current study’s program. The use of experiential work-based exercises was 
identified in a number of leadership programs as being a  good medium to ensure that content 
and teaching strategies align and facilitate the integration of theory and practice (Cunningham 
& Kitson, 2000; Connelly et al., 2003; Tourangeau, 2003; Maguire et al., 2004; Flowers et al., 
2004; Duffield, 2005).  
 
3.4.3 Program’s learning objectives 
The learning objectives of the program flowed from the study’s evidence-based 
leadership model. To meet the study’s outcomes of positively influencing leader behaviours 
and thereby increasing job satisfaction in nurse unit managers, and in the nursing staff who 
reported to them, learning objectives were based on the participants developing expertise in 
the constellation of leadership practices, and in the cluster of business competencies identified 
in the evidence-based leadership model. 
 
The program’s learning objectives therefore identified that on completion of the 
program nurse unit managers would be able to: 
3.4.3.1 Leadership Practices 
o Explain the importance of a leader’s vision, visibility and accessibility.  
o Develop the capability to generate a shared vision.  
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o Describe the theoretical framework underpinning psychological empowerment. 
o Replicate participatory decision making processes as were experienced within the 
program. 
o Experience an ongoing collaborative partnering with members of the Nursing and 
Midwifery Executive Council (NMEC) of the hospital. 
o Experience a supportive supervisory relationship. 
o Demonstrate supportive supervisory skills. 
o Demonstrate critical self assessment skills regarding his/her individual leadership 
strengths and development areas. 
o Develop strategies for ongoing critically reflection of her/his leadership practice.  
o Assess the strengths and development areas for each member of his/her nursing team. 
o Develop team functioning processes that generate team cohesion and which allow 
nurses to work at responsibly autonomous level. 
o Develop leadership processes that encourage peer support. 
o Demonstrate ongoing leadership practice that recognises and values nursing work. 
 
3.4.3.2 Business Competencies 
o Describe the principles underpinning good financial, human resource and operational 
management within a ward environment. 
o Develop and present a plan that demonstrates all nursing staff were engaged in solving 
a ward environment challenge. 
o Demonstrate advocacy and negotiation skills in relation to nursing work. 
o Demonstrate the skills and knowledge required to build and monitor a budget. 
o Implement processes to ensure the staffing and scheduling of nursing staff meets 
patient needs and where appropriate staff needs. 
 
3.4.4 Program content 
In order for participants to meet the learning objectives of the LDP, the leadership 
development program content included the core leadership practices known to increased job 
satisfaction; and the business competencies required to augment these leadership practices. 
The theory underpinning each of the leadership practices was presented in the relevant 
program sessions. Developing competency in each of the leadership practices, identified 
within the constellation of leadership practices, required the program participants to learn 
foundational knowledge and skills on which these leadership practices are built. These 
foundation skills and knowledge therefore were included in the program’s content. Many of 
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these core skills and knowledge relate to developing one’s self as a leader and to developing 
others through the generation of positive supportive relationships. Effective use of one’s self 
as a leader, and the ability to develop others’ strengths requires the leader to have well 
developed interpersonal skills and skills in critical analyses. These two major areas cover a 
broad span of knowledge and skills and include: effective communication, an ability to attract 
people to common purposes by promoting cooperative goals, building trust and commitment 
to common purposes, thinking in a critical and reflective manner to solve problems and to 
manage crises, an ability to share power and information, being able to negotiate and advocate 
for nursing and nursing resources, being capable of linking rewards with performance, having 
an ability to plan and make decisions, and a commitment to life-long learning (Cunningham 
& Kitson, 2000; Tourangeau, 2003; Connelly et al., 2003; Maguire et al., 2004; Flowers, et 
al., 2004; Duffield, 2005).  
 
From an analysis of the evidence within the literature, it would appear however that 
these foundational skills and knowledge need to be used in specific combinations for certain 
leadership practices to be produced. The content of the program therefore included both the 
broad span of core knowledge and skills that underpin individual practices, as well as how the 
different knowledge and skills can be combined to generate specific leadership practices. To 
allow successful transfer of the theory of leadership to leadership practice, the content of the 
program needed to be taught using a range of teaching strategies. While each session of the 
program had specific leadership practice themes, the foundation knowledge and skills 
required to generate and implement these leadership practices were integrated throughout 
each session of the program.  
 
To increase competency in the cluster of business competencies the leadership program 
also included within its content, subjects that would increase competency in financial, human 
resource and operational management. These included, in financial management sessions 
knowledge of: the building blocks of a nursing budget, the financial systems and processes 
that aid budget building and monitoring, and the principles underpinning rostering excellence. 
In relation to human resource management competency the content of the program included 
the processes that need to be established to manage challenging staff situations, as well as the 
provision of expert guidance on how to resolve conflict, and how to solve problems through 
critical and reflective practice. The relevant human resource policies and guidelines operating 
within the hospital were provided and assistance was given to participants on how these 
policies and guidelines could be usefully implemented. In relation to operational management  
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a number of strategies were given to the participants on how they could effectively manage 
the day to day operations of a hospital ward, as well as these strategies, time management and 
goal setting skills were also part of the sessions on business competencies content. The 
program’s contents are included in Table 3.3. 
 
3.4.5 Teaching strategies 
Currently there is a gap in the literature on how this leadership development content 
can be taught to effectively develop nurse unit manager as leaders, as teaching strategies were 
less well described within the literature reviewed. Nevertheless a number of the leadership 
programs offered valuable direction on the principles that needed to be applied in relation to 
the teaching strategies of a leadership development program (Cunningham & Kitson, 2000; 
Tourangeau, 2003; Connelly et al., 2003; Maguire et al., 2004; Duffield, 2005). Eight major 
teaching strategies were identified across the nine programs. The innovative teaching 
strategies identified in Duffield’s (2005) “Master Class” approach and her reason for using 
such a teaching medium was considered instructive in designing and selecting the teaching 
strategies for the current study’s leadership program. The reason for Duffield’s (2005) 
approach to teaching strategies was based on the consideration that due to the complexity of 
skills and knowledge required of nurse unit managers, such skills and knowledge were not 
easily taught through a didactic lecture program, but rather were skills and knowledge that 
lend themselves to learning from and through experience and interaction with colleagues. 
Similar philosophical points aligning to this teaching approach were found in the teaching 
methodology used in Maguire et al’s (2004) leadership program. They identified the 
importance of moving away from providing didactic content through lectures, to a partnership 
model of learning, in which teaching and learning occurs in a democratic, collaborative model 
between participants and facilitators.  
 
The current study applied these two philosophical approaches to designing the teaching 
strategies used in the LDP. The reasons for taking this approach relate not only to Duffield’s 
(2005) salient point regarding how leadership can best be learned, but it also recognises the 
fact that if successful leadership development occurs, personal growth of a participant is 
inferred (Conger, 1992). To facilitate personal growth, the leadership program therefore 
needed to provide intellectual and emotional challenges for the learners; however the 
undertaking of these challenges needed to occur in a stimulating but supportive learning 
environment. Generating a safe learning space was considered fundamental to facilitating 
personal growth within the leadership program. This study’s leadership program sought to use 
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teaching strategies that translated leadership theory into leadership practice. Such teaching 
strategies therefore required the leadership program designer and facilitators to move away 
from didactic teaching. Instead of using that basic teaching medium, facilitators needed to 
work with adult learning principles by offering mental models and conceptual frameworks 
that learners could critically analyse and reflect upon (Maguire et al., 2004).  
 
Successfully translating the contents of the program into leadership practice required 
program facilitators to develop stimulating and challenging exercises that moved participants 
out of their comfort zone; out of their old ways of leading. Teaching strategies therefore were 
required that increased participants’ self-awareness and self-confidence, and thereby 
encouraged them to use the alternative leadership practices taught within the program 
(Tourangeau, 2003; Duffield, 2005). These teaching strategies were augmented by another 
teaching approach which was utilised within Connelly et al’s (2003) leadership program, 
which identified the need to ensure that program facilitators were experienced in the area of 
nurse unit manager leadership and /or that they were content experts. 
 
Eight major teaching strategies were distilled from the leadership program literature, 
and incorporated throughout the leadership program. These were: generating a learning 
environment in which learning takes place within a collaborative partnership model; 
experiential learning in which participants are immersed in the actual leadership practice; 
interactive sessions with expert leaders, facilitators and peers that problem solve real life 
based scenarios; creative thinking sessions that require critical thinking and reflective practice 
exercises; supervisory support during program sessions and also made available in between 
program sessions; informative research-based literature, and the use of role play through 
using the more integrated teaching strategy, of the prophetical medium (Table 3.2). The first 
seven teaching strategies were identified in the leadership programs that were reviewed. All 
eight teaching strategies are summarised in Table 3.2. Prophetical medium as a teaching 
strategy was not identified specifically in any of the nine programs reviewed; however this 
strategy includes the teaching principles which underpin role playing that were used in two 
studies (Connelly et al., 2003; Duffield, 2005). The prophetical medium however is a broader 
and more integrated teaching strategy than role playing. It is a specialised innovative teaching 
strategy developed and delivered by expert university lecturers from the Creative Industry 
Department of a partner university in Brisbane. When utilising this teaching strategy the 
lecturers ‘act out’ a number of challenging leadership interactions that participants are 
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currently dealing with. The content for the scenarios is made up from the discussions the 
lecturers/actors have with the participants prior to the prophetical sessions.  
 
Within each prophetical session the lecturers first deliver any relevant theory related to 
the leadership challenges, contained within the prophetical session. This introductory theory 
section is usually taught through interactive group exercises. Following the discussion that 
flows from these interactive group exercises, participants are then asked to observe the acted 
out real life leadership challenge. This scenario has been nominated by participants 
undertaking the program. Part of the observation process is the requirement that participants 
first critically assess the situation from their own leadership perspective. Learners are then 
encouraged to offer ideas to the leader, acted by the lecturer involved in the scenario, on how 
s/he can improve his/her leadership approach. This section of the teaching medium allows 
participants to prophesise how things might be improved if the leader changed his/her 
behaviours. Participants are asked to volunteer to act within the changed scenario, generated 
by the suggested improved leader behaviours offered by them. Only those willing to be 
involved in the role play are included. Following the scenario in which the prophesised 
improved leader behaviour has been demonstrated, participants are asked to rate the 
improvement and describe why they consider it has produced more positive outcomes for the 
leader and for the staff involved. At the completion of a prophetical session participants in the 
program are encouraged to reflect on their current leadership behaviours, incorporate the 
learning from the acted scenario they have just been involved in, and to practice the improved 
leadership behaviour with their ward staff. 
 
The teaching strategies used within the LDP allowed for the creation of a variety of rich 
development experiences that provided intellectual and emotional challenges to program 
participants. Specific teaching strategies were used in the workshops and tutorials of the 
program to facilitate learning of the nominated leadership practices, and business 
competencies. The development experiences offered throughout the program generated a 
creative thinking space, which allowed for critical assessment and reflective practice, during 
which time intense support was offered. The teaching strategies sought to integrate the 
various leadership developmental experiences into leadership practice that could then be 
embedded in the organisational context. The learning objectives, workshop and tutorial 
themes, content and teaching strategies are presented in Table 3.3. 
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Table 3.2 Summary of teaching strategies 
Leadership programs Teaching Strategies 
Tourangeau (2003) 
Maguire et al. (2004) 
Duffield (2005) 
Generate a learning environment in which 
learning takes  place within a collaborative 
partnership model 
Squires (2001) 
Connelly et al. (2003) 
Maguire et al. (2004) 
Duffield (2005) 
Experiential learning in which participants are 
immersed in the actual leadership practice 
Tourangeau (2003) 
Connelly et al. (2003) 
Maguire et al. (2004) 
Duffield (2005) 
Interactive sessions with expert leaders, 
facilitators and peers that problem solve real 
life based scenarios 
Cunningham & Kitson (2000) 
Connelly et al. (2003) 
Duffield (2005) 
Creative thinking sessions that require critical 
thinking and reflective practice exercises 
Wolf (1996) 
Cunningham & Kitson (2000) 
Squires (2001) 
Tourangeau (2003) 
Maguire et al. (2004) 
Flowers et al. (2004) 
Wilson (2005) 
Support during program sessions and also 
available in between program sessions – 
coaching and mentoring 
Connelly et al., (2003) 
Tourangeau, (2003) 
Informative research-based literature 
Connelly et al. (2003) 
Duffield (2005) 
 
Role playing – principles of this teaching 
medium underpin a more integrated teaching 
strategy called prophetical teaching. The 
prophetical medium seeks to integrate 
leadership theory into leadership practice 
through the different stages of the prophetical 
medium. 
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3.4.6 Facilitators of the program 
The researcher had the dual roles of researcher and key facilitator of the leadership 
development program. The researcher has extensive experience in nursing leadership, 
education and health service management. Coupled with this qualification was also the 
relevance of the position the facilitator held within the organisation. It was envisaged that the 
leadership role of the facilitator would enable her to implement a number of the nominated 
teaching strategies. Four of the teaching strategies of the program; leaders generating learning 
environment through utilising a collaborative partnership model, experiential leadership 
learning in which participants are immersed in actual leadership practice, interactive sessions 
with expert leaders and supervisory support during and between program sessions were 
possible because of the facilitator’s leadership role within the hospital.  
 
In relation to the experiential learning strategy, the facilitator’s position, as the 
professional head of the nursing and midwifery hospital team would place her in a position to 
generate experiential leadership learning within the leadership program by immersing the 
program participants in the leadership practices that operated within the hospital. Cook and 
Leathard (2004) argue that practical wisdom that is gained through the immersion in relevant 
experience is an essential element of preparation for clinical nursing leadership. Immersing 
the program participants in relevant leadership experiences was considered one of the most 
important teaching strategies that could link the theory of leadership to leadership practice. 
Within this context and because the program’s design identified the need for a strong nexus 
between the program’s content and teaching strategies, the researcher was considered suitably 
qualified to facilitate the leadership development program. Other co-facilitators within the 
program were members of the hospital’s NMEC, and further content experts, both internal 
and external to the hospital. Members of NMEC were considered content experts on nursing 
leadership. Other content experts included the members of the hospital’s finance team, 
‘prophetical acting teams’ and an expert in personality profiling activities/games.  
3.5 Implementing Leadership Development Program 
Seven face-to-face sessions were conducted over a twelve week period which started in 
mid July 207 and completed in mid October 2007. All sessions occurred within the work time 
of the participants. Six sessions were conducted in the hospital’s education buildings and the 
final session was held in one of the city’s hotel. The final session of the program was to allow 
the formal presentation of the participants’ plans which were developed during the life of the 
program. The objectives of each of the nurse unit manager’s plans were to improve aspects of 
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the work environment for them and for their nursing team. The seven sessions included: an 
orientation pre-program workshop, three full day workshops and three half day tutorials. All 
sessions were facilitated by the key facilitator. An experienced nurse manager supported the 
key facilitator in each of the seven sessions. Six of the sessions also included either NMEC 
co-facilitators or content experts. 
 
The pre-program orientation session sought to quickly demonstrate the teaching 
strategies that would be employed throughout the whole program. The leadership practice 
themes that were covered in this session were: a leader’s vision, visibility and accessibility, 
empowerment, participatory decision making, supervisory and peer support, generating 
autonomy and recognising and valuing nursing work. It was recognised that the teaching 
strategies used in this orientation session would establish the foundations for engagement with 
participants for the ongoing group work required throughout the entire program. This session 
therefore needed to clearly indicate how teaching and learning would proceed throughout the 
duration the program. It was therefore essential to generate at this first session a learning 
space in which participants felt safe to engage in the learning process that at times would be 
challenging. The walls of the room were decorated with colourful posters displaying 
leadership quotes relevant to the first session.  Participants browsed these posters while 
having a cup of tea/coffee. Within the introduction of the orientation session nurse unit 
managers were explicitly told that this program was their program, especially designed to 
support them in their leadership role. The real importance of their role within the hospital was 
identified within the first fifteen minutes of the session. A futuristic scenario was used to 
stimulate their interest and their thinking about their role and their leadership. They were 
asked to envisage an ideal futuristic time in which the ward they currently were responsible 
for was functioning well. They were also asked to visualise coming to this work environment 
with a sense of excitement and satisfaction about the day that lay before them. This interactive 
exercise was used to generate a safe creative space in which participants could critically 
assess the current status of their ward, as well as their own leadership performance. Following 
this scenario participants were then asked to identify what they needed as clinical leaders to 
transform their current work environment into this ‘ideal state’.  
 
Essential to the learning experience was the articulated objective of this session, which 
was for the facilitator to hear the participants’ input regarding the leadership program they 
were taking part in, and to reassure participants that their input would be listened to, and 
where necessary changes made to the content of the program. Meeting their identified 
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leadership needs/requests was nominated as essential to the success of the program. The main 
teaching strategies used in this pre-program session were: generating a learning environment 
in which learning takes place within a collaborative partnership model, experiential learning 
of participatory decision making, understanding and experiencing the principles of 
empowerment, providing a creative thinking exercise that required critical thinking and 
reflective practice, and offering an interactive session with an expert leader, facilitators and 
peers that problem solved real life based scenarios.  
 
While the program was designed from the evidence identified within the literature it 
was considered essential that the nurse unit managers in the pre-program orientation session 
were given the opportunity to discuss the complexity and challenges of their role, and to 
identify the areas of learning they wanted the program to focus on, so that their individual 
leadership needs and the group leadership needs were addressed. Following the participants’ 
feedback at the pre-program orientation session many changes were not required to the 
proposed content or teaching strategies of the program. Nevertheless, it was important that the 
teaching strategies of collaborative partnership learning, and participatory decision making 
and empowerment, were experienced in this first session. Experiential learning was one of the 
major methods chosen within the program for integrating leadership theory with leadership 
practice. The feedback received from the participants at the pre-program session was 
therefore included into the program. Although managing challenging staff situation was 
already identified as a key subject in a number of the program sessions, due to the 
participants’ feedback, that they required increased competency in this human resource area, 
more time and focus was given to this competency within the program. The seven program 
sessions, which include each session’s learning objectives, the themes of each workshop and 
tutorial, and the content and teaching strategies used in each session of the program are 
outlined in more detail in Table 3.3.  
 
3.6 Program feedback 
In order to provide a transparent and guiding structure for the program’s content a 
program booklet was developed for the participants. This booklet included the program’s 
timetable, and within the booklet, space was provided that encouraged participants to enter 
their goals and their personal journal entries related to the leadership program. Participants 
undertaking the program were also provided with relevant leadership literature. The latter was 
also provided to those in the control group. (Full details of the Leadership Development 
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Program are available in Appendix C). Data collection and analyses regarding the study’s 
outcomes are described in Chapter 5; however a written evaluation of each session was 
undertaken by participants following each session of the program. The feedback from the 
participants was extremely positive and the full details of their responses are provided in 
Appendix C. 
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Table 3.3 Program’s learning objectives, themes, content and teaching strategies 
TABLE 3.2 PROGRAM’S LEARNING OBJECTIVES, THEMES, CONTENT AND TEACHING STRATEGIES 
Learning objectives Themes of program’s  
workshops and tutorials 
Content Teaching strategies  
Orientation. It is your program 
• Explain the importance of a leader’s vision, 
visibility and accessibility 
• Develop capability to  generate a shared 
vision 
• Describe the theoretical framework 
underpinning psychological empowerment 
• Experience participatory decision making 
• Experience collaborative partnering and 
supportive supervisory relationship 
• Demonstrate critical self assessment of  
leadership strengths and developmental areas 
• Develop team functioning processes that 
generate team cohesion and responsible 
autonomous nursing practice 
• Develop leader processes that encourage peer 
support 
• Demonstrate supportive supervisory 
relationship 
 
Leadership Practices 
 
1. Leader’s vision, visibility & 
accessibility 
2. Empowerment 
3. Participatory decision 
making 
4. Supervisory support 
5. Team/group cohesion 
6. Generating autonomy 
8. Transformational leadership 
9. Peer support 
10. Recognising and valuing 
nursing work 
 
 
Leadership quotes posted on  
learning space walls 
Vision of the leader 
- why is it important 
- leading with passion 
- culture driven by values 
- pivotal role of nurse unit  
managers 
“Blue sky thinking” 
- your ward in a futuristic time 
- how is it functioning 
- how did it change 
- what do you need to do to  
make the future ward a reality 
 
 What do you need to be an effective  
  leader? 
- resources 
- information 
- support 
- opportunity 
Motivational scenario to practice 
 
 
Key facilitator and support nurse 
manager 
Experiential learning 
 
Collaborative partnership learning  
 
 
Creative thinking time: 
Critical self assessment and 
reflective practice as a clinical 
leader 
 
 
 
Interaction with expert leaders, 
facilitators and peers to problem 
solve real life based scenarios 
Supportive supervisory role 
 
 
Leadership information to reflect 
upon for next workshop 
Workshop 1. Effective leaders 
  
Leadership Practices 
 
Leadership quotes posted on learning  
space walls 
Key facilitator & support nurse  
manager 
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• Develop capability to generate a shared 
vision 
• Experience collaborative partnering and 
supportive supervisory relationship 
• Demonstrate critical self  assessment of 
leadership strengths and developmental areas 
• Develop team functioning processes that 
generate team and responsible autonomous 
nursing practice 
• Demonstrate leadership processes that 
encourage peer support  
• Demonstrate supportive supervisory 
relationship 
 
 
1. Leader’s vision, visibility &  
    accessibility 
4. Supervisory support 
5. Team/group cohesion 
8. Transformational leadership 
9. Peer support 
10.Recognising and valuing  
     nursing work 
 
 
Leadership: 
- what is it 
- leadership vs management 
- what distinguishes effective  
- leadership 
- leadership in the ‘num’ role 
Critical thinking in leadership 
- self 
- others 
- goals 
- planning 
- decision making 
- the system 
 
Understanding behaviours and  
personalities and their impact on  
leadership 
Personality profiling – what makes you  
tick? “Bird profiling” 
 
Collaborative partnership learning  
Experiential learning 
Supportive supervisory role 
 
 
Prophetical scenarios–effective and 
ineffective leader behaviours 3x 
real life leadership challenges 
External expert lecturers 
Interaction with expert leaders, 
facilitators and peers to problem 
solve real life based scenarios 
 
Creative thinking time: 
Critical self assessment and 
reflective practice 
External expert facilitator 
Workshop 2. Tools for effective  
leaders 
  
• Describe the principles underpinning good 
financial, human resource  and  operational 
management within a ward environment 
• Demonstrate the skills and knowledge 
required to build and monitor a budget 
• Demonstrate advocacy and negotiation skills 
in relation to nursing work 
• Experience collaborative partnering and 
supportive supervisory relationship 
• Implement processes to ensure the  staffing 
Business competencies 
 
 
A. Financial management 
 
B. Human resource 
management 
 
C. Operational management 
 
Leadership Practices 
1. Leader’s vision, visibility &  
accessibility 
Introduction- using business 
competencies  in leadership role  
 
Know the system you are working in 
Financial management 
- staffing 
- budgets 
- expenditure variance 
- reporting 
 
Human resource management 
- rostering 
- policies & guidelines 
Key facilitator & support nurse 
manager 
 
Expert internal experts Experiential 
learning of developing a budget 
using financial system 
Collaborative partnership learning  
Experiential learning - financial 
Interaction with expert leaders, 
facilitators and peers to problem 
solve real life based scenarios 
Supervisory support during and 
between sessions 
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and scheduling of nursing staff  meets 
patients and staff  needs 
• Demonstrate supportive supervisory 
relationship 
• Develop team functioning processes –  team 
cohesion and responsible autonomous 
nursing practice 
 
 
3. Participatory decision 
making 
4. Supervisory support 
5. Team/group cohesion 
6. Managing workloads 
7. Developing autonomy 
9. Peer support 
10. Recognising and valuing 
nursing work 
 
People management 
- performance 
- behaviour 
- how it affects leaders 
Specific performance issues 
- absenteeism 
- delegation 
Importance of correct process 
- seeking timely advice 
- importance of planning 
- decision making 
Being an expert in business  
competencies is important for nursing  
staff . 
What has been learned? 
 
Critical thinking and reflective 
practice  
 
 
 
 
 
Information – HR hospital policies  
and guidelines 
 
 Tutorial 1. Leading individuals in teams 
•  Explain the importance of a leader’s vision, 
visibility and accessibility 
• Develop capability to  generate a shared 
vision 
• Experience collaborative partnering and 
supportive supervisory relationship 
• Demonstrate critical self  assessment of  
leadership strengths and  developmental  
areas 
• Develop team functioning processes that 
generate team cohesion and responsible  
• autonomous nursing practice 
• Demonstrate supportive supervisory  
relationship 
 
Leadership practices 
 
1. Leader’s vision, visibility & 
accessibility 
3. Participatory decision 
making 
4. Supervisory support 
5. Team/group cohesion 
6. Managing workloads 
7. Developing autonomy 
9. Peer support 
10. Recognising and valuing 
nursing work 
 
 
 
Leadership quotes posted on  
learning space walls 
Strategies for leading team effectively 
- know yourself 
- know your team – individually 
- succeeding because of different 
- skills and knowledge 
- giving effective feedback 
- coaching/mentoring 
- ‘control busyness’ 
- set goals 
- be visible 
- have courageous conversations 
Focusing on you as a leader 
- strengths 
- areas of development 
Key facilitator and support  
nurse manager 
Collaborative partnership  
learning  
Experiential learning 
Prophetical scenarios–effective  
team leader behaviours 
3x real life leadership challenges 
External expert lecturers 
 
 
 
 
 
Interaction with expert leaders,  
facilitators and peers to problem 
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- play to your strengths 
 
Team goals 
- how to create the environment 
- personal leadership goals 
- your vision 
- know your ‘first team’ 
- establish time lines 
- journal writing 
solve real life based scenarios 
Supportive supervisory role 
 
 
Creative thinking time: 
Critical self assessment and 
 reflective practice as a clinical  
 leader 
 
Tutorial 2. Empowerment and  participatory  
decision making in  teams 
  
• Develop capability to generate a shared  
vision 
• Experience collaborative partnering and 
supportive supervisory relationship 
• Demonstrate critical self  assessment of  
leadership  strengths and developmental 
areas 
• Develop team functioning processes that 
generate team cohesion and responsible  
• autonomous nursing practice 
• Demonstrate supportive supervisory  
relationship 
• Describe the philosophical  framework 
underpinning psychological empowerment 
• Replicate participatory decision making 
processes 
• Develop a plan that engages entire nursing 
team. 
 
Leadership practices 
 
 
1. Leader’s vision, visibility & 
accessibility 
2. Empowerment 
3. Participatory decision 
making 
4. Supervisory support 
5. Team/group cohesion 
6. Managing workloads 
7. Developing autonomy 
8. Transformational leadership 
9. Peer support 
10. Recognising and valuing 
nursing work 
 
Business competencies 
A. Financial management 
B. Human resource 
management 
C. Operational management 
Leadership quotes posted on  
learning space walls 
 
Psychological empowerment 
- information 
- support 
- resources 
- opportunity 
How to change your thinking 
 
Strategies for creating participatory 
decision making in your team 
- how to make it real 
- how to involve staff 
- challenges 
- benefits 
- sometimes no is the right  
- answer 
 
Planning for your team’s empowerment  
and involvement in decision making 
Key facilitator and support  
nurse manager and external  
expert lecturers 
Collaborative partnership  
learning  
Experiential learning 
Prophetical scenarios–effective  
team leader behaviours 
3x real life scenarios 
 
Interaction with expert leaders,  
facilitators and peers to problem 
solve real life based scenarios 
Supportive supervisory role 
 
 
 
 
 
Creative thinking time: 
Critical self assessment and 
 reflective practice as a clinical  
 leader 
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Tutorial 3. Focus on Results; Leading the team 
 Effectively 
• Explain the importance of a leader’s 
vision, visibility and accessibility 
• Develop capability to  generate a shared 
vision 
• Develop team functioning processes that 
generate team cohesion and responsible  
• autonomous nursing practice 
• Describe the principles underpinning 
good financial, human resource  and  
operational management within a ward 
environment 
• Demonstrate the skills and knowledge 
required to build and monitor a budget 
• Demonstrate advocacy and negotiation  skil   
• in relation to nursing work. 
Leadership Practices 
1. Leader’s vision, visibility &  
accessibility 
3. Participatory decision 
making 
4. Supervisory support 
5. Team/group cohesion 
6. Managing workloads 
9. Peer support 
10. Recognising and valuing 
nursing work 
Business competencies 
A. Financial management 
B. Human resource 
management 
C. Operational management 
 
Leadership quotes posted on  
learning space walls –The importance of 
results for the team’s confidence and 
competency 
Strategies for leading team effectively 
- know yourself 
- know your team – individually 
- succeeding  
- giving effective feedback 
- coaching/mentoring 
- ‘control busyness’ 
- set goals 
- be visible 
- have courageous conversations 
Be a Leader in negotiating for nursing 
resources 
 
Key facilitator and support  
nurse manager 
Collaborative partnership  
learning  
Experiential learning 
Prophetical scenarios–effective  
 leader behaviours that deliver 
results 
2 x real life leadership challenges 
Learning the art and purpose of 
negotiation 
Negotiating with nursing leaders 
External expert lecturers 
 
 
 
Workshop 3. Leadership journeys 
• Develop capability to generate a shared 
vision 
• Experience collaborative partnering and 
supportive supervisory relationship 
• Describe the principles underpinning good 
financial, human resource  and  operational 
management  
• Demonstrate advocacy and negotiation  skills 
in relation to nursing work 
• Demonstrate the skills and knowledge  to 
build and monitor a budget 
• Experience collaborative partnering and 
supportive supervisory relationship 
Leadership practices 
1. Leader’s vision, visibility & 
accessibility 
2. Empowerment 
3. Participatory decision 
making 
4. Supervisory support 
5. Team/group cohesion 
6. Managing workloads 
7. Developing autonomy 
8. Transformational leadership 
9. Peer support 
10. Recognising and valuing 
nursing work 
 
Our journey together 
 
 
What we have taught each other 
 
 
All participants presented their plans 
and goals for the future direction of 
nursing work within their individual 
units 
 
Leadership  - making it a habit  
Where to from here? 
Ongoing leadership journey that will 
now take place in the hospital 
Key facilitator & 
support nurse manager 
 
Collaborative partnership  
learning – creating a safe,  
supportive but challenging learning 
space  
Supportive supervisory role 
Experiential learning 
 
 
Prophetical x 2 
Creative thinking time: 
Critical self assessment and 
reflective practice 
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• Ensure staffing and scheduling  meets  
patients and staff  needs 
• Develop team functioning processes –  team 
cohesion and responsible  autonomous 
nursing practice 
• Demonstrate supportive supervisory  
relationship 
 
Business competencies 
A. Financial management 
B. Human resource 
management 
C. Operational management 
 
Your ideas – how they can be 
implemented as we all work as a team 
 
 
Interaction with expert leaders, 
facilitators and peers to problem 
solve real life based scenarios 
Informative research based  
literature 
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3.7 Summary 
 
The strengths of the LDP lie within its design. First the content and teaching strategies 
were evidence-based. Second, but of equal importance in the program’s design, was the 
strong nexus between the program’s content and its teaching strategies. This approach to 
program design provided participants within the LDP, not only program sessions which 
addressed the theoretical bases of the leadership practices and business competencies, but 
through using the eight teaching strategies program participants were immersed in the ten 
leadership practices and three business competencies. Participants therefore experienced first 
hand the value of these leadership practices and business competencies.  
 
Within the seven face-to-face interactive learning sessions that were conducted 
between July 2007 and October 2007  facilitators demonstrated to the participants how the 
ten leadership practices could be generated by combining different communication and 
interpersonal knowledge and skills. Owing to the fact that each program session focused on a 
number of leadership practices and/or business competencies, participants were afforded 
numerous opportunities to repeatedly practice the core communication and interpersonal 
skills and knowledge that underpin effective leadership practices and business competencies. 
The innovative teaching strategies identified for use in the program were the medium 
through which facilitators could immerse participants in the learning experience of the ten 
leadership practice and three business competencies. Through these teaching strategies the 
translation of leadership theory into leadership practice was facilitated. This integrated 
design of the program ensured the learning objectives, content and teaching strategies were 
aligned throughout the entire program and allowed facilitators to replicate leadership 
practices demonstrated in the literature as positively influencing nurses’ job satisfaction. 
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FIGURE 3.2 
FLAME Program Model
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Chapter 4 
Research methodology 
4.1 Introduction 
This chapter describes the methods and procedures involved in this study. First the 
research design, setting and sample size are presented and then the instruments and 
recruitment procedures are presented. Finally, a data management and analysis plan and 
ethical considerations are described. 
 
The review of the literature in Chapter 2 identified several methodological weaknesses 
in previous studies evaluating leadership development programs. This study therefore 
incorporated several features into the design to ensure that methodological rigour was in place 
to address the study’s research questions. These features included: 
1. Use of computer generated allocation sequence; 
2. Random allocation of participants to intervention and control groups; 
3. Use of tested measurements with established reliability and validity; 
4. Development of a leadership theoretical framework based on evidence 
     from a literature review; 
5. Development and implementation of a leadership development intervention based 
on evidence from a literature review; 
6. Use of valid statistical methods to evaluate the effectiveness of the intervention on 
job satisfaction and leader behaviour scores. 
4.2 Research Design 
To rigorously evaluate the effectiveness of the LDP intervention a randomised 
controlled trial was chosen. The study had three phases: a development phase, an 
implementation phase and an evaluation phase (Figure 4.1). In the development phase the 
evidence identified from an extensive literature review were summarised and used to 
construct a leadership model which informed the LDP’s design, contents, teaching strategies 
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and learning environment. In the implementation phase participants were randomly allocated 
to the intervention or control group. Participants in the control group also received copies of 
the relevant literature that was given to those participants involved in the LDP intervention. 
The reasons for this were two fold: first to reduce the ‘halo effect’ perceived by NUMs in the 
control group about those NUMs who were selected for the intervention, and the second 
reason was to provide all NUMs with relevant literature to assist them in their role while the 
intervention was being implemented. NUMs in the control group were also informed that if 
the intervention was successful it would be offered to them also.  
 
In the implementation phase, demographic data and baseline MJS and MLQ data were 
collected from the nurse unit manager and nursing staff participants and these data were 
analysed. MJS and MLQ outcome data were again analysed twice within the evaluation phase 
through comparing results between the intervention and the control group at time one in 
October 2007 (three months after the commencement of the intervention) and at time two in 
January 2008 (six months after the commencement of the intervention). The effectiveness of 
the intervention on changing participants’ job satisfaction over time, at times one and two was 
also tested, as were the leader behaviour scores of nurse unit managers as rated by themselves 
and by nursing staff who reported to them (Figure 4.2). 
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FIGURE 4.1. STUDY FRAMEWORK  
Figure 2.1  
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Randomised controlled trial: Nurse unit 
managers randomly allocated to LDP 
intervention or control group. Baseline 
data collected on NUMs and nurses 
reporting to them 
Follow-up at 3 months and 6 months to 
measure changes in satisfaction and leader 
behaviours between groups as assessed by 
leaders and nurses reporting to them. 
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FIGURE 4.1 STUDY DESIGN 
 
FIGURE 4.2 STUDY DESIGN
Recruit study 
participants 
(NUMs) 
Control Group 
Intervention 
Group 
Randomise 
Baseline data 
collection 
(NUMs and 
nursing staff) 
Baseline data 
collection 
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Data analysis  
(group 
characteristics) 
Control – 
access to 
existing  
management 
education 
Intervention – 
Leadership 
Development 
Program 
Follow-up data 
collection T1 
(NUMs and 
nursing staff) 
Follow-up data 
collection T2 
(NUMs and 
nursing staff) 
 
Follow-up data 
collection T1 
(NUMs and 
nursing staff) 
Follow-up data 
collection T2 
(NUMs and 
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Data analysis   Final data 
analysis   
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4.3 Setting 
The study was conducted at the Royal Brisbane and Women’s Hospital (RBWH). The 
RBWH is a 940 bed tertiary and quaternary hospital in metropolitan Brisbane, Queensland. 
This organisation is an acute care tertiary referral teaching hospital employing approximately 
2560 nursing staff.  The majority of nursing staff are employed in clinical work units within 
six Service Lines (Surgical and Perioperative, Internal Medicine, Cancer Care, Critical Care 
and Clinical Support, Women’s Health and Neonatology and Mental Health). These work 
units include acute care wards, procedure areas, outpatient clinics and critical care / specialty 
units.   
 
4.4 Participants 
4.4.1 Nurse Unit Managers 
All nurse unit managers employed at the RBWH were potential participants in this 
study.  Nurse unit managers were Nursing Officers Level 4 (in 2007: Grade 7 Nursing 
Officers in 2012) who were responsible for nursing staff employed in a defined clinical work 
unit within the hospital.  Their responsibilities were defined by the following criteria: 
• Direct supervision of nursing staff who deliver direct patient / client care on a 
daily basis. 
• This direct supervision is restricted to staff working in specific work units/wards. 
• Clinical nursing staff report directly to the NUM position. 
 
4.4.2 Nursing Staff 
All clinical nursing staff employed within the work units/wards of participating nurse 
unit managers were potential participants in the study.  Nursing staff included all designations 
of nursing staff employed within the work units/wards:  
• Assistants in Nursing  
• Enrolled Nurses  
• Registered Nurses 
• Clinical Nurses 
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4.5 Sample 
The target population for the research comprised all nurse unit managers employed at 
the RBWH. Once nurse unit managers agreed to be part of the study, all nursing staff who 
reported to the nurse unit managers in the intervention and control group became part of the 
target population. At the time of the study there were 53 nurse unit managers who were 
employed at RBWH. These nurse unit managers were employed in the six different service 
lines that make up the RBWH: Mental Health; Critical Care and Clinical Support Services; 
Internal Medicine; Surgery and Perioperative; Cancer Care and Women’s and New Born 
Services.  
 
The study was designed to demonstrate a 25% improvement in job satisfaction scores 
of nurse unit managers who participated in the LDP intervention. Mean scores for job 
satisfaction using the Measure of Job Satisfaction (MJS) tool in populations of nurses have 
been reported at 3.65 (SD 0.83) (Chou et al., 2002). To detect a (25 %) improvement with 
80% power and a significance of 0.05 two-tailed, a sample size of 23 nurse unit managers per 
group was required. 
 
The study was designed to demonstrate a 20% improvement in nurse leader scores 
measured by the Multifactor Leadership Questionnaire (MLQ). Using data from Kleinman 
(2004;2010) studies of nurse leaders, a sample size of 24 nurse unit managers in each group 
were required to show an improvement from a mean score of 2.8 to 3.6 (standard deviation 
0.5) with 80% power and a significance of 0.01 two-tailed.   
  
Using the Multifactor Leadership Questionnaire (MLQ), mean scores for 
transformational leader behaviour scores as rated by hospital nursing staff reporting to the 
nurse manager have been reported between 2.5 and 3.21 (SD 0.53 to 1.07) (Dunham-Taylor, 
2000: Kleinman, 2004, Morrison et al., 1997). An average of the means from these studies 
was utilised to calculate sample size. To detect a 10% improvement with 90% power and a 
significance of 0.01 two-tailed, a sample size of 125 nurses per group is required.  
 
The difference between the numbers required for the nurse unit managers & NS is because the 
NUM sample was based on a 20% improvement with 80% power whereas the NS sample was 
based on a 10% improvement with a 90% power (the smaller the difference between groups 
the larger the sample needs to be).  
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4.4.4 Inclusion / Exclusion Criteria  
4.4.4.1 Nurse Unit Managers 
Inclusion criteria: 
• Employed as a NUM for a defined clinical work unit/ward 
• Employed in a permanent capacity or temporary for ≥ 12 months. 
Exclusion Criteria:   
• Nurse unit managers on secondment or leave for ≥ 4 weeks during the study 
period 
• Nursing management staff who do not hold direct line management responsibility 
for clinical nursing staff, for example,  
o specialist Clinical Nurse Consultants (e.g. Diabetes) 
o Nurse Managers.    
 
4.4.4.2 Nursing Staff 
Inclusion criteria: 
• Employed within the work units/wards of a participating Nurse Unit Manager 
• Responsible for the provision of direct patient care (with appropriate supervision 
where necessary) 
• Employed in a permanent capacity or temporary for ≥ 12 months. 
Exclusion criteria: 
• Nursing staff on secondment or leave for ≥ 4 weeks during the study period 
• Nursing staff employed on contract or from the hospital’s nursing pool.  
 
4.5 Recruitment and Consent 
Information about the study and the details of how the nurse unit managers’ could 
potentially participate in the study was provided to the nurse unit managers’ supervisors 
(Nursing Directors of each Service Line). Written confirmation of the willingness of the 
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Nursing Director to support the nurse unit managers’ potential participation in the study was 
gained prior to the recruitment of NUM participants. 
4.5.1 Nurse Unit Managers 
Nurse unit managers’ awareness of the study was raised throughout the hospital 
through multiple avenues.  A Study Information Sheet provided details of the study and the 
potential participants’ involvement was distributed to the Nursing Directors of each Service 
Line and posted in the Nursing Gazette (the hospital’s nursing newsletter). Further 
information and opportunity for questions was provided at the RBWH’s Nursing Leadership 
Team Meeting of Nursing Officers 4 to 7 held monthly.  In addition, the research assistant 
requested an opportunity to attend each Service Line’s nursing management meetings to 
provide information and answer questions to further clarify the details of the study for 
potential participants. Study information included instructions and the contact details of the 
researchers to enable nurse unit managers to register their interest in participating in the study 
 
Once a NUM communicated a willingness to participate in the study s/he was provided 
with a Participant Information and Consent Form by the research assistant.  In adhering to the 
principles underpinning informed voluntary consent, all individuals were given an 
opportunity for further consideration of the commitment and clarification of any concerns 
prior to formal consent being obtained.  Participants received a copy of the signed Participant 
Information and Consent Form for their own reference.   A copy is attached in Appendix D. 
 
4.5.2 Nursing Staff 
Information regarding the study was provided to nursing staff employed in the work 
units of participating nurse unit managers.  A Study Information Sheet (Nursing Staff) 
provided details of the study and was distributed to each work unit for dissemination to the 
nursing staff and posted through work unit communication avenues. Eligible nursing staff 
were identified using the organization’s human resource management tool Lattice, and their 
employment location verified by relevant hospital HR staff.  Questionnaires were posted 
through internal mail to the nursing staff.  The decision by a member of the nursing staff to 
complete and return the questionnaire when distributed indicated his / her consent to 
participate in the study.     
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4.5.3 Randomisation 
Once formal consent was obtained, nurse unit managers were recorded on a Participant 
Register and each was randomised to either the LDP (intervention) group or to the control 
group.  A random sequence of numbers was computer generated in blocks of four. The 
allocation schedule was kept by a researcher not involved in the recruitment of participants. 
Assignment to a study group occurred by the research assistant phoning the independent 
researcher. The independent researcher was the Nursing Director, Research who was not 
involved in the research or in the LDP. 
 
4.6 Instruments 
4.6.1 Job Satisfaction 
Job satisfaction was measured using the ‘Measure of Job Satisfaction’ (MJS) tool 
(Traynor & Wade, 1993). This measure comprises five subscales which cover different 
aspects of job satisfaction: personal satisfaction, satisfaction with workload, satisfaction with 
personal support, satisfaction with pay and prospects, and satisfaction with training.  It 
includes 38 items preceded by a stem question, ‘How satisfied are you with this aspect of 
your job?’  Responses are provided on a 5 - point Likert scale. 
 
The MJS was developed for nurses using a multidimensional approach which 
incorporated review of literature and recent nursing publications relating to health service 
reforms, and discussions with key informants. The Measure of Job Satisfaction has been used 
extensively in research studies assessing the satisfaction of nursing staff.  It has well-
established reliability and validity as a staff satisfaction instrument. Reliability coefficients 
(Cronbach’s alpha) for the instrument are reported as 0.93 for Overall Job Satisfaction and 
0.84 - 0.88 for the 5 subscales.  Test-retest coefficients (Pearson r) over a 2 week interval 
were 0.89 for the total score and 0.76-0.91 for the subscales.  Acceptable validity has been 
demonstrated through testing on 33 nursing students and 744 nursing staff.  Studies in nursing 
populations have reported comparable results for reliability and validity (Chou, Boldy, & Lee, 
2002; Traynor & Wade, 1993). The Measure of Job Satisfaction has been used extensively in 
research studies assessing the satisfaction of nursing staff. It has well-established reliability 
and validity as a staff satisfaction instrument.  A summary of the instrument is attached in 
Appendix D. 
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4.6.2 Leader Behaviours 
Leader behaviour was measured using the ’Multifactor Leadership Questionnaire’ 
(MLQ) (Bass & Avolio, 1997). The Multifactor Leadership Questionnaire (5X) (Revised) is a 
45 item tool that measures a full range of leadership behaviours across its 12 subscales. Five 
transformational leader behaviours and three transactional leader behaviours and one non-
transactional leader behaviour (laissez-faire) are measured. Additionally there are three 
outcome scales which are measured: extra effort (LEE), effectiveness (LE), satisfaction (LS).  
The instrument includes versions for both self-report and evaluation by staff who report 
directly to the nurse unit manager. Participants read a brief descriptive statement about 
specific leadership behaviours before rating the frequency with which the leadership 
behaviours occur using a 5 - point Likert scale.   
 
The tool, initially developed in 1985 from a review of theoretical literature on 
leadership behaviour, has been used and tested extensively in a wide range of settings 
including nursing, business, industrial and military. A number of recent studies amongst 
hospital nurses have utilised the tool for self-rating (Morrison et al., 1997; Stordeur, D'Hoore, 
& Vandenberghe, 2001) and rating by direct reports (Dunham-Taylor, 2000; Kleinman, 
2004).  
 
Reliability coefficients (Spearman-Brown) from 14 studies involving 3570 respondents 
range from 0.74 to 0.93 across the 9 leadership behaviour subscales and 0.94 to 0.96 for the 
three outcome scales. A study in a population of hospital nurses and nurse managers reported 
acceptable reliability coefficients of 0.68 to 0.89 (Cronbach’s alpha) (Kleinman, 2004).  
Acceptable validity has been demonstrated in 14 samples from a range of organizations 
including hospitals. The Multifactor Leadership Questionnaire has been used extensively in 
research with over 200 research studies completed within the last six years.  It has well-
established reliability and validity as a measure of leadership behaviours in both industrialised 
and service settings (Bass & Avolio, 2000). Sample items only have been included in 
Appendix  D as the instrument is subject to copyright regulations. 
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4.7 Data Collection and measures 
Data collection was the responsibility of the research assistant. All participants (NUMs 
and NS) received an envelope containing a letter from the Lead Researcher outlining 
important study information, a questionnaire and a self-addressed return envelope.  All 
questionnaires were coded using a unique number to enable matching of baseline and follow-
up data.  A copy of the questionnaires and letters of invitation to nurse unit managers and NS 
are included in (Appendix D). 
 
4.7.1 NUMs data collected at baseline:  
4.7.1.1 Demographic and Work Related Data 
• Age and gender 
• Educational preparation 
• Employment status 
• Relevant employment history – number of years and months in current position, 
number of years and months in a NUM position (inclusive of duration in current 
position) 
• Work unit characteristics – unit type, service line and number of nursing staff 
employed. 
4.7.1.2 Outcome Data 
• Leader behaviour (self-reporting using the Multifactor Leadership Questionnaire: 
MLQ). 
• Job Satisfaction (self-reporting using the Measure of Job Satisfaction: MJS). 
 
4.7.2 NS data collected at baseline:  
4.7.2.1 Demographic and Work Related Data 
• Age and gender 
• Educational preparation 
• Employment status 
• Relevant employment history – number of years and months employed in the work 
unit  
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• Nursing classification 
• Work unit characteristics – unit type and service line. 
4.7.2.2 Outcome Data  
• Perceptions of the nurse unit managers’ leader behaviour (using the Multifactor 
Leadership Questionnaire) 
• Self-reported Job satisfaction scores (using the Measure of Job Satisfaction). 
4.8 Data Management 
Analysis of the quantitative data was undertaken using SPSS (Version 16; SPSS Inc., 
2008). The original data were stored in a locked filing cabinet, accessible by lead researcher 
and research assistant. 
 
4.8.1 Data cleaning 
Accuracy of data entry was assured by using two separate computerised versions of the 
data entered by different persons, and then merged together to verify the differences between 
all variables. Those scores which were not identical were rechecked in the original 
questionnaires and revised until all differences were resolved. This method ensures that the 
data entry process is accurate. Any missing data points from participants, both nurse unit 
managers and nursing staff were reduced by the research assistant encouraging participants to 
fill out all questions in the questionnaire and to recheck their answers prior to the data being 
collected. 
 
 
4.8.2 Data Analysis 
The main dependent/outcome variables in this study were the participants’ job 
satisfaction and leader behaviour scores. All were measured as continuous variables. The 
independent variable in the study was the LDP. Potential influencing variables in the current 
study include the demographic factors of the participants: age, educational level, duration in 
the position/unit, unit type, service line, employment status, nursing classification and prior 
leadership and management education. Baseline data was obtained in order to establish group 
profiles prior to commencement of the intervention.  
 
Descriptive analyses were performed to examine the demographic variables. 
Demographic data were reported as frequencies and / or means and standard deviations where 
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appropriate.  Between-group comparisons were analysed using t-test or Mann-Whitney U test 
or Kraskal-Wallis test where the data were not normally distributed. Paired t-tests were 
performed to compare means scores over time. For categorical data, Chi-square test (with 
Yates’ correction or Fisher exact test where appropriate) was used. The categorical variables 
were summarised using counts and percentages and the continuous variables were 
summarised using mean and standard deviation or median and ranges, depending upon the 
normality of the variables and were presented as proportions. 
  
This data analyses approach allowed for an assessment of comparability between the 
intervention and control group. The continuous demographic variables were: number of 
nurses reporting to the nurse unit manager, duration in the role, duration of managerial 
experience and age.  The dichotomous or categorical variables were: service line, unit type, 
employment status, education qualification, leadership development and gender. Inferential 
tests were used to examine baseline differences between the intervention group and control 
group prior to the intervention.  
 
4.8.3 Checking for test assumptions 
The underlying assumptions of each test were examined before tests were performed. 
Normality of distribution and homogeneity of variance were the assumptions of the inferential 
test (t-test) used in this study. Normality of variables distribution can be assessed by either 
statistical or graphical methods. The distribution of variables can be assessed by histogram or 
measurement of median being within 10% of the mean; the value of skewness and kurtosis is 
between – 3 and + 3 (Kirkwood & Sterne, 2003). In this study, the normal distribution of all 
continuous variables was assessed by frequency histograms and skewness and kurtosis. The 
inferential statistical tests for the eight research questions consist of independent t-tests and 
paired t-tests. 
 
4.9 Ethical Considerations 
The study received approval from the Royal Brisbane and Women’s Hospital and 
Queensland University of Technology Human Research Ethics Committees.  Copies of these 
approvals are attached in Appendix A. 
The control group was informed that they would have the opportunity of undertaking 
the leadership development program at a later stage. 
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4.9.1 Voluntary Participation / Withdrawal from the Study 
Due to the senior nursing role the primary researcher occupied within the hospital a 
research assistant was employed to be solely responsible for the recruiting of all participants 
for this study. This approach ensured that the lead researcher had no contact with potential 
participants in relation to the research, and was unaware of group allocation until the 
leadership development program commenced. Awareness of the study and information 
regarding study participation was distributed to potential participants using existing 
communication channels within the organization by the research assistant.  This included an 
invitation to participate in the study. Nurse Unit Managers were not approached in person by 
the research assistant to participate in the study until they had formally indicated their interest 
in participating to the researchers. The consent process was then undertaken by the research 
assistant who was a peer of the potential NUM participants. These measures were taken to 
ensure that at no time did the nurse unit managers feel obligated to participate in the study due 
to the senior positions of other researchers. The participants were fully assured that their 
willingness or their lack of willingness to participate in the study would have no bearing on 
their career, or their present or future work situations. All responses were uniquely identified 
by the research assistant so that there could be comparison of data at the three different 
measurement periods; however the unique identifiers was not known to the lead researcher. 
All participants were assured of complete confidentiality in relation to their individual 
responses. Nurse unit managers who chose to participate were advised that they were free to 
withdraw at any time without comment or penalty.   
 
Consenting to be involved in the LDP required the nurse unit managers to attend the 
program over a twelve week period, with four full day sessions and three half day sessions. 
The participants, both nurse unit managers and nursing staff were informed that they were 
required to complete three questionnaires: one at baseline; and then one at time one and time 
two. Participants were informed that completing the questionnaires at each time would take 
less than 30 minutes. All of these activities were undertaken during work time. 
 
Throughout the study all responses by the participants were recorded through the use of 
unique identifier. The names of individual persons were not recorded on questionnaires. All 
information was treated confidentially. Data collection and data entry was completed by the 
research assistant. The only people who had access to the unidentified entered data were the 
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research assistant and the lead researcher. The data management plan ensured that no 
participant was identifiable in any publication of study results.  
 
4.9.2 Confidentiality 
The identity of nurse unit managers and NS participating in the study was known by 
the research in order to facilitate follow-up.  However to ensure that the identity of 
individuals was not known to the Lead Researcher, questionnaires were distributed with a 
unique but otherwise meaningless identification number. The Participant Register containing 
the identifying codes was stored separately from the data in a locked filing cabinet managed 
by the research assistant; therefore the identity of participants was known and accessible only 
by the research assistant.  All data were collated, analysed and reported as group data only. 
All de-identified information was kept in a locked filing cabinet, and only the researcher and 
research assistant had access to the cabinet. 
 
4.9.3 Statements Regarding Monies and Research Conduct 
No monies or reimbursement were paid to the participants. All researchers agreed to 
comply with the “Declaration of Helsinki” and the “National Statement on Ethical Conduct in 
Research Involving Humans” by the Health and Medical Research Council in relation to their 
conduct of this research study. 
 
4.9.4 Conclusion 
The overall aim of this study was to test a leadership development program for nurse 
unit managers using rigorous research methodology. This chapter has presented the 
methodology which was tailored to achieve the aims of the study. The research design, 
participant selection, data collection, the instruments used to collect the measurements, plus 
the statistical approach taken for data analyses ensured a rigorous research methodology was 
applied in this study. In the following chapter, Chapter 5 the results of the study will be 
presented. 
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Chapter 5 
Results of the Quantitative Analysis 
 
5.1 Introduction 
 
This chapter presents the results of statistical tests which assessed the effectiveness of 
the Leadership Development Program (LDP) in improving Nurse Unit Managers’ (NUMs) 
and Nursing staff’s (NS) job satisfaction scores. Statistical tests were also used to assess 
changes in nurse unit managers’ leader behaviours following their participation in the 
intervention. This chapter first describes the demographic characteristics of the participants, 
their response rates and their MJS and MLQ baseline scores. The results of the study are then 
presented in the sequence of statistical analyses used to test the outcome measures; MJS and 
MLQ scores. The results between NUM groups are the first group of results presented, 
followed by the NUM results within each group, over time at times one and two. Finally, the 
results from the analyses of the outcome measures between NS groups, and then the results of 
the outcome measures, within each NS group, over time at times one and two are presented. 
 
5.2  Demographic characteristics of the participants 
In this study the normal distribution of all descriptive continuous variables was 
assessed using histograms, skewness and kurtosis (within + 3 and - 3). Normality of 
descriptive variables results are presented in Appendix E. 
 
5.2.1 NUM Characteristics 
The 39 nurse unit managers represented each of the service lines within the hospital. 
The majority of participants were from the two largest service lines: Internal Medicine (15; 
38.5%) and Surgical and Perioperative Services (9; 23.1%).  The other 15 nurse unit 
managers (38.5%) came from other services lines: Mental Health (5; 12.8%), Cancer Care (4; 
10.3%), Critical Care (2; 5.1%) and Women’s and Newborn (4; 10.3%).  The average number 
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of nurses reporting to the nurse unit managers was 42. The range was four to 100, however, 
although each nurse unit manager in the intervention group had more nurses reporting to 
them, the difference was not statistically significant between the two groups. 
 
 Of the 39 participants the majority (33; 84.6%) were female; the mean age was 43.62 
(SD 8.6) years. Twenty-five (64.1%) of the participants worked within an inpatient ward and 
the majority (33; 84.6%) of participants were permanently employed.  Most participants (32; 
82.1%) were educated at the baccalaureate and/or above bachelor level, with nine (23.1%) 
having a Master level education.  Only two (5.1%) participants had not undertaken any 
leadership or management development training or education. The remaining 37 (94.9%) 
participants had undertaken some form of leadership or management development, with 19 
(48.8%) having undertaken this education at university level.  
 
The average time in the current nurse unit manager role was 3.6 (SD 3.1) years. The 
duration of experience in any nursing management position was 6.3 (SD 5.6) years. This 
included the time spent in the current nurse unit manager role. The range of managerial 
experience was from less than a year to twenty years. There was no significant difference on 
this variable between groups. 
 
Of the 39 participants 20 (51.2%) were randomised to the Intervention Group. 
Demographic results are shown in Tables 5.1a and 5.1b 
 
           5.2.2 NS Characteristics 
The 611 nursing staff participants reported to one of the nurse unit managers who was 
either allocated to the intervention or the control group. Three hundred and thirty four nursing 
staff (54.7%) reported to a NUM in the intervention group while 277 (45.3%) nursing staff 
reported to a NUM in the control group. 
 
The average time the participants had worked in the current unit was 4.7 (SD 6.3) years  
Those in the intervention group had been employed in their work unit for more than two years 
longer compared to those in the control group and this was statistically significant (p = < 
.001). Age was similar between groups. Results for age and time in current work unit are 
shown in Table 5.2a. 
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The majority of nursing staff (396; 64.8%) worked in an inpatient unit/ward. The 
remaining nursing staff worked in: a Procedure Unit/Operating Rooms (105; 17.2%), an 
outpatient unit (89; 14.6%), and 21  (3.4%) nurses worked in the Critical Care department.  
 
The majority of participants were female (522; 85.4%). Of these 590 (96.6%) 
participants recorded their highest educational level.  Nearly seventy percent (408; 69.2%) of 
participants were educated at the baccalaureate and/or higher. Of this group 28 (5.7%) were 
educated at a master level of education.  Groups differed in relation to their educational 
qualifications. Fewer nurses in the intervention group held a diploma in nursing (7.8% vs 
13.0%) whereas they were more likely to hold a graduate certificate (8.4% vs 2.9%). These 
differences were statistically significant (p = 0 .02).  
 
Of the 611 participants the vast majority (568; 93.0%) were permanently employed. 
Eleven (1.8%) of the participants worked in a casual capacity. The groups were dissimilar in 
terms of the proportion of staff in each nursing category. For example more midwives were in 
the intervention group compared with the control group whereas there were more assistants in 
nursing in the control group than in the intervention group (p = < 0 .001). Table 5.2b contains 
all of the baseline characteristics for the nursing staff groups.  
  
5.3 Response rate of participants 
 
5.3.1 Response rate of NUMs  
Data were obtained from 39 nurse unit managers who participated in the study and 
from 611 nursing staff who reported to the nurse unit managers participating in the program. 
All 39 participants in the NUM groups completed the demographic questionnaire and the MJS 
and MLQ questionnaires at baseline and time one. At time two, in the intervention group, four 
nurse unit managers did not return questionnaires: two participants (10%) were seconded to 
different positions; one (5%) went on extended leave and one (5%) did not respond although 
followed up three times. In the control group, three (17.7%) participants were seconded to 
different positions, and one (5.2%) did not respond although s/he was followed up three times 
(Figure 5.1). 
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5.3.2  Response rate of NS 
At the start of the study, 1,197 nurses who reported to nurse unit managers participating 
in the trial were potentially eligible for inclusion. Of these 175 (14.6%) were excluded for a 
number of reasons; such as secondment, extended leave, being on a rotational roster out of the 
area or having not worked in the area for at least one month. The remaining 1022 nurses were 
sent baseline questionnaires, with an information sheet and consent form. A total of 611 
(59.8%) nurses responded and completed the demographic questionnaire, the MJS and MLQ 
questionnaires; 334 (54.7%) in the intervention group, and 277 (45.3%) in the control group.  
At time one, three months after the commencement of the intervention, 99 (29.6%) 
nurses in the invention group did not return their follow-up questionnaires compared with  96 
(34.7%) in the control group. Consequently, results from 235 (70.3%) participants in the 
intervention group and 181 (65.3%) participants in the control group were analysed at time 
one.  By time two, six months after commencement of the intervention, a further 82 (24.5% of 
334) participants in the intervention group and 63 (22.7% of 277) participants in the control 
group did not return their questionnaires. This left a total of 271 participants at time two; 118 
(43.6%) were in the control group and 153 (56.4%) in the intervention group.  
Reasons for non participation were attrition and non response. At time one, attrition 
accounted for 17 (5.1%) in the intervention group and for 15 (5.4%) in the control group; non 
response numbers were 82 (24.5%) in the intervention group, and 81 (29.2%) in the control 
group. At time two, 13 (3.9%) participants had left the organisation in the intervention group 
and 10 (3.6%) from the control group. Lack of response was the other major reason for non 
participation; at time two, in the intervention group, 69 (20.7%) did not respond and in the 
control group 53 (19.1%) did not respond. 
 
Table 5.1a Baseline characteristics of Nurse Unit Managers (NUMS): number of nurses reporting, 
duration in current role, duration of experience (management) and age. 
Characteristics Total 
(N = 39) 
Intervention 
(N = 20) 
Control 
(N = 19) 
 
t-
score 
P-value* 
Number of nurses 
reporting to NUM      
Mean (SD) 33.08 38.10 (26.9) 27.79 (14.2) 1.483 0.339 
Min 4 5 4   
Max 100 100 55   
Median 30 36 30   
      
Duration in current 
NUM role      
Mean (SD) 3.60 3.77 (3.8) 3.43 (2.1) 0.339 0.737 
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Min 0.25 0.25 0.25   
Max 13 13 7.75   
Median 2.50 2.25 3.50   
 
*2-sided level of significance 
 
 
Table 5.1b Baseline characteristics of Nurse Unit Managers (NUMS): service line, unit type, 
employment status, education, previous leadership development, gender. 
Characteristics Total 
(N = 
39) 
N            
% 
Intervention 
(N = 20) 
N            % 
Control 
(N = 19) 
N            % 
Chi-
Square 
X2 
P-value* 
Service Line   0.441 0.998 
Surgical 4 2 (50.0) 2 (50.0)   
Perioperative 5 3 (60.0) 2 (40.0)   
Internal Medicine 15 7 (47.7) 8 (53.3)   
Mental Health 5 3 (60.0) 2 (40.0)   
Cancer Care 4 2 (50.0) 2 (50.0)   
Critical Care 2 1 (50.0) 2 (50.0)   
Women’s and 
Newborn 4 2 (50.0) 2 (50.0)   
Unit Type   1.215 0.749 
Inpatient Unit 25 12 (48.0) 13 (52.0)   
Outpatient Unit 8 4 (50.0) 4 (50.0)   
Critical Care 1 1 (100.0) 0 (0.0)   
Procedure Unit / 
Operating Rooms 5 3 (60.0) 2 (40.0)   
Employment Status   0.672 0.661 
Temporary 6 4 (66.7) 2 (33.3)   
Permanent 33 16 (48.5) 17 (51.5)   
Highest Educational Qualification  11.458 0.075 
Certificate 4 2 (50.0) 2 (50.0)   
Diploma 2 0 (0.9) 2 (100.0)   
Bachelor 14 5 (35.7) 9 (64.3)   
Grad. Cert 3 1 (33.3) 2 (66.7)   
Grad. Dip. 6 6 (100.0) 0 (0.0)   
Masters 9 6 (66.7) 3 (33.3)   
Leadership or Management Development  5.854 0.210 
Short Courses 
(>5 days) 2 1 (33.3) 2 (66.7)   
Workshops or 
Seminars 15 9 (60.0) 6 (40.0)   
University Courses 5 1 (20.0) 4 (80.0)   
More than 1 course 14 9 (64.3) 5 (35.7)   
Gender   0.672 0.661 
Male 6 4 (66.7) 2 (33.3)   
Female 33 16 (48.5) 17 (51.1)   
 
* 2-sided level of significance
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Table 5.2a Baseline characteristics of Nursing staff (NS): duration in current work unit, and 
age. 
Characteristics Total 
(N = 611) 
Intervention 
(N = 334) 
Control 
(N = 277) 
 
Z & t-
score 
P-value* 
Duration in current 
work unit    
(Z)-
4.715 0.000 
Mean (SD) 3.73 (6.33) 5.78 (6.99) 3.46 (5.15   
Min 0.25 0.25 0.25   
Max 40 40 35   
Median 2 2.75 3.46   
 
IN CURRENT WORK UNIT 
 
 
Table 5.2b Baseline characteristics of Nursing Staff (NS): service line, unit type, 
employment status, education, previous leadership development, gender. 
Characteristics Total 
(N = 611) 
N            % 
Intervention 
(N = 334) 
N            % 
Control 
(N = 277) 
N            % 
Chi-
Square 
X2 
P-value* 
Service Line   12.370 0.054 
Surgical 75 42 (56.0) 33 (44,0)   
Perioperative 220 118 (53.6) 34 (35.4)   
Internal Medicine 220 118 (53.6) 102 (46.4)   
Mental Health 50 33 (66.0) 17 34.0)   
Cancer Care 75 35 (46.7) 49 (53.3)   
Critical Care 15 5 (33.3) 10 (66.7)   
Women’s and 
Newborn 80 39 (48.8) 41 (51.2)   
Unit Type   3.193 0.203 
Inpatient Unit 369 200 (50.5) 196 (49.5)   
Outpatient Unit 89 51 (57.3) 38 (42.7)   
Procedure Unit / 
Operating Rooms 105 62 (59.0) 43 (41.0)   
Employment Status   3.240 0.198 
Temporary 32 14 (43.8) 18 (56.3)   
Permanent 568 316 (55.6) 252 (44.4)   
Casual 11 4 (36.4) 7 (63.6)   
Nursing Classification  26.878 <0.001 
Assistant in 
Nursing 56 13 (23.2) 43 (76.8)   
Enrolled Nurse 46 22 (47.8) 24 (52.2)   
Registered 
Nurse/Midwife 382 222 (58.1) 160 (41.9)   
Clinical Nurse/ 
Midwife 127 77 (60.6) 50 (39.4)   
Grad. Dip. 6 6 (100.0) 0 (0.0)   
Masters 9 6 (66.7) 3 (33.3)   
Highest Educational Qualification  15.056 0.020 
Certificate 117 67 (57.3) 50 (42.7)   
Diploma 60 26 (43.3) 36 (56.7)   
Bachelor 314 174 (55.4) 140 (44.6)   
Grad. Cert 36 28 (77.8) 8 (22.2)   
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Grad. Dip. 30 12 (40.0) 18 (60.0)   
Masters 28 13 (46.4) 15 (53.6)   
Gender    130 
Male 6 (100.0) 4 (66.7) 2 (33.3)   
Female 33 (100.0) 16 (48.5) 17 (51.5)   
* 2-sided level of significance 
 
5.4 Baseline scores 
5.4.1  NUM’s MJS baseline scores  
 
Nurse unit managers’ satisfaction was measured using the Measure of Job Satisfaction 
(MJS) tool. The MJS comprises seven subscales which are then combined to give a measure 
of ‘Overall Job Satisfaction’. There are 43 items all of which are scored on a 5 - point Likert 
scale. The satisfaction scores are calculated with the higher score indicating higher degrees of 
satisfaction. Question 44, ‘Overall Job Satisfaction’ is the sum of the first 43 items divided by 
43; it gives an indication of global satisfaction. 
 
There were similar satisfaction levels (similar mean scores) between the two groups of 
nurse unit managers, in the seven MJS subscales, and in item 44 at baseline testing. 
Satisfaction with workload was rated lowest by both groups and personal satisfaction highest. 
There were no significant differences in the MJS mean scores between the two NUM groups 
in each of the seven subscales and in item 44 (overall job satisfaction) at baseline testing 
(Table 5.3). 
 
5.4.2  NUM’s MLQ baseline scores  
Nurse unit managers’ leader behaviours were self reported by the NUM using the 
Multifactor Leadership Questionnaire (MLQ: 5X-Short). There are 45 items in the MLQ that 
relate to 12 sub-categories; five of the sub-categories rate Transformational leader behaviours: 
Idealised influence: attribute (IA), Idealised influence; behavioural (IB), Inspirational 
motivation (IM), Intellectual stimulation (IS) and finally in the transformational leader 
behaviour group is Individualised consideration (IC). The next three sub-categories rate 
Transactional leader behaviours: Contingent reward (CR), Management-by exception (MBE) 
active and Management–by-exception (MBE) passive. The other sub-category is non-
transactional leadership which refers to laissez-faire behaviours. The MLQ also rates three 
leadership outcome scores; leadership extra effort (LEE), leadership effectiveness (LE) and 
leadership satisfaction (LS). Higher scores in TFL categories and in TRL category (CR) 
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indicate higher degrees of positive leader behaviours. Within the other two TRL sub-
categories, namely; MBE (active and MBE (passive) and in the non-transaction category of 
laissez-faire, higher scores indicate less positive leader behaviours. At baseline, mean scores 
for each of the 12 sub-category were similar for both groups (Table 5.4). 
  
5.4.3 NS’s MJS baseline scores  
 
Nursing staff’s satisfaction was measured using the Measure of Job Satisfaction (MJS) 
tool. Satisfaction with pay was rated lowest by both groups. Statistically lower scores for the 
sub-scale ‘satisfaction with workload’ was reported by nursing staff in the control group (p = 
0.003). This was the only sub-scale to demonstrate statistical significance. Between-group 
scores for all of the sub-scales are shown in Table 5.5 (Appendix E). 
 
5.4.4 NS’s MLQ baseline scores  
 
Nurses were also asked to rate leader behaviours displayed by the NUM to whom they 
reported using the MLQ; 5X-Short. At baseline there were no differences between the groups 
for any of the sub categories of the MLQ questionnaire. However, nurses rated their managers 
lower than their managers rated themselves on all of the sub-scales of the MLQ; 5X-Short. 
These differences were most marked on the sub-scales ‘Intellectual stimulation’ and 
‘Individualised consideration’ (Table 5.6: Appendix E). 
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Table 5.3 Baseline NUMs’ Mean MJS scores (Intervention Group and Control Group): 
Means with Standard deviations (S D). 
 
 
 
* 2-sided level of significance 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Measures Intervention 
(n=20) 
Control 
(n=19)  
 
t-test for 
equality of 
means 
P – value* 
MJS – Personal 
Satisfaction Subscale 
3.6 (0.50)        3.9 (0.51) -1.460 0.153 
MJS – Satisfaction with 
Workload Subscale 
2.3 (0.79) 2.4 (0.84) -0.257 0.706 
MJS - Satisfaction with 
Professional Support 
3.4 (0.74) 3.5 (0.57) -0.235 0.815 
MJS - Satisfaction with 
Training Subscale    
3.4 (0.54) 3.2 (0.75)  0.625 0.536 
MJS - Satisfaction with 
Pay Subscale    
3.0 (0.92) 3.0 (0.89)  0.60 0.953 
MJS - Satisfaction with 
Prospects Subscale 
3.5 (0.48) 3.7 (0.50) -1.14 0.259 
MJS - Satisfaction with 
Standard of Care Subscale 
3.5 (0.93) 3.5 (0.79)  0.59 0.989 
 
 
 
MJS – Overall Satisfaction  3.2 (0.47) 3.3 (0.52)  0.60 0.683 
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Table 5.4 Baseline NUMs’ Mean MLQ scores (Intervention Group and Control Group) : 
Means with Standard deviations (S D). 
GROUP AND  
CONTR*** 
*2- sided level of significance 
5.5 Effect of the intervention on NUMs’ Job Satisfaction 
This section of the chapter presents the results of the study which assessed the effects 
of the intervention by analysing the job satisfaction and leader behaviour outcome scores, 
(MJS and MLQ) between the nurse unit managers in the intervention group and those in the 
control group. The NUM results, over time, at times one and two are then presented. 
 
5.5.1 Effect of the intervention on Nurse Unit Managers’ Job Satisfaction 
scores 
Research question 1.1: Is there a difference in self reported job satisfaction scores (at 
time one) between the group of nurse unit managers who participated in the LDP, 
compared to those nurse unit managers who did not participate? 
 
Measures  Intervention 
(n=20) 
Baseline 
Control (n 
=19) 
Baseline    
t-test for 
Equality of 
means 
P – value* 
MLQ – Idealized 
Influence (Attributed) 
2.8 (0.60)        3.0 (0.72) -0.853 0.399 
MLQ – Idealized 
Influence (Behaviour) 
2.9 (0.41) 3.1 (0.50) -1.138 0.262 
MLQ – Inspirational 
Motivation 
2.9 (0.47) 3.1 (0.48) -1.112 0.273 
MLQ – Intellectual 
Stimulation 
3.0 (0.45) 3.2 (0.48) -1.773 0.084 
MLQ – Individualized 
Consideration 
3.1 (0.51) 3.3 (0.40) -0.856 0.397 
MLQ – Contingent 
Reward 
2.8 (0.48) 2.9 (0.51) -0.630 0.533 
MLQ – Management by 
Exception (Active) 
2.0 (0.94) 2.0 (0.70) -0.201 0.842 
 
 
 
MLQ – Management by 
Exception (Passive) 
0.7 (0.46) 0.6 (0.52) 0.818 0.418 
MLQ – Laissez-faire 
Leadership 
0.5 (0.37) 0.5 (0.50) -0.561 0.578 
MLQ –Extra Effort 2.5 (0.56) 2.6 (0.60) -0.464 0.646 
MLQ –Effectiveness 3.0 (0.55) 3.1 (0.41) -0.251 0.803 
MLQ – Satisfaction 3.2 (0.54) 3.2 (0.58) -0.203 0.840 
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5.5.1.1 Mean MJS scores at time one 
An independent t-test was conducted to evaluate the effect of the intervention between 
groups on nurse unit managers’ job satisfaction scores at time one, three months after the 
intervention. The MJS comprises seven subscales which are named: (1) personal satisfaction, 
(2) satisfaction with workload, (3) satisfaction with professional support, (4) satisfaction 
training, (5) satisfaction with pay scale, (6) satisfaction with prospects, (7) satisfaction with 
standard of care. All seven subscales scores are combined to give a measure of ‘Overall Job 
Satisfaction’. 
 
At baseline, there were no differences in any of the subscales of the MJS between 
groups. However, by time one, the mean scores in the intervention group were higher in all 
but one of the subscales when compared to the control group. In three of the subscales there 
were statistically significant increases in the satisfaction scores of the intervention group 
when compared to the control group scores. These were: satisfaction with training (p = 0 
.012), satisfaction with standard of care (p = 0 .001), and in overall satisfaction (p = 0 .016). 
The only sub-scale that remained similar between groups was satisfaction with pay (Figure 
5.1: Table 5.7). 
 
These results suggest that at time one, the intervention (LDP), did have a positive effect 
on two of the subscales that reflect job satisfaction: satisfaction with training and satisfaction 
with the standard of care, and on the overall job satisfaction scores. These results support the 
hypothesis that at time one, there would be an increase in job satisfaction scores in the NUM 
group who participated in the LDP intervention compared to those nurse unit managers who 
did not. 
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Figure 5.1 Difference in NUMs’ job satisfaction scores between the intervention and control 
group 3 months after the intervention 
AND ONTROL GROUPS 3- MONTHS AFTER INTERVENTION 
Research question 1.2: Is there a difference in self reported satisfaction scores (time 
two) between the group o fnurse unit managers  who participated in the LDP, compared to 
those nurse unit managers who did not participate? 
 
5.5.1.2 Mean MJS scores at time two 
An independent t-test was conducted to evaluate the effect of the intervention on nurse 
unit managers’ job satisfaction scores at time two, six months after the commencement of the 
intervention. 
 
At time two, the mean scores in the intervention group were higher in all subscales 
when compared with the control group’s mean scores. In two of the subscales there were 
statistically significant increases: satisfaction with professional support (p = 0.013), 
satisfaction with training (p = 0.015, and in the overall job satisfaction (p = 0.027). 
Satisfaction with standard of care, which demonstrated a significant difference between the 
groups at time one, failed to achieve this difference at time two (p = 0.51) (Figure 5.2: Table 
5.8). 
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These results suggest that at time two the intervention did have a positive effect on 
nurse unit managers’ job satisfaction scores. These results support the hypothesis that there 
would be an increase in the nurse unit managers’ job satisfaction scores, at time two, in the 
nurse unit managers who participated in the intervention, compared to those nurse unit 
managers who did not participate. 
 
 
Figure 5.2 Difference in NUMs’ job satisfaction scores between the intervention and control 
group 6 months after the intervention 
 
FIGURE 5.2 NUMS AT TIME 2 
Research question 1.3: Do the self reported job satisfaction scores of NUMs change 
over time, (time one) following their participation in the LDP. 
 
5.5.1.3 Mean MJS scores over time at time one (Intervention group) 
 
A paired t-test was conducted to evaluate the effect of the intervention on nurse unit 
managers’ job satisfaction scores over time; comparing their baseline MJS scores with their 
MJS scores at time one. The mean scores in the intervention group at time one were on 
average, almost half a point higher in all subscales when compared to the baseline scores. The 
differences ranged from 0.19 to 0.72 with mean scores statistically improved in seven of the 
subscales. The only subscale that was not significantly different was the subscale, satisfaction 
with pay (Figure 5.3: Table 5.9). 
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These results demonstrate a significant increase in job satisfaction scores, over time; at 
time one following the intervention.  Importantly, the score for the nurse unit managers’ 
overall satisfaction in the intervention group at time one when compared to the mean scores at 
baseline was significantly higher (p = <0.001). These results support the hypothesis that there 
would be an increase in job satisfaction scores in the NUM group overtime, by three months 
who participated in the intervention. 
 
 
Figure 5.3 Change in NUMs’ job satisfaction scores between baseline and 3 months 
(intervention group) 
 
5.5.1.4 Mean MJS scores over time at time one (Control group) 
 A paired t-test was performed to evaluate any change in the nurse unit managers’ job 
satisfaction scores, in the control group, over time comparing their baseline MJS scores with 
their MJS scores at time one.  There were no significant differences in any of the subscales 
when comparing MJS baseline scores with those at time one in the control group (Figure 5.4) 
(Table 5.10: Appendix 5.2). This result supports the hypothesis that job satisfaction scores of 
nurse unit managers who did not participate in the intervention would show no increase.  
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Figure 5.4 Change in NUMs’satisfaction scores between baseline and 3 months (control 
group) 
 
Research question 1.4: Do the self reported job satisfaction scores of NUMs change 
over time (time two), following their participation in the LDP? 
 
5.5.1.5 Mean MJS scores over time at time two (Intervention group) 
 
A paired t-test was conducted to evaluate any change in the nurse unit managers’ job 
satisfaction scores in the intervention group, over time; comparing their baseline MJS scores 
with their MJS scores at time two. Job satisfaction scores among participants in the 
intervention group were sustained at time two testing. Scores were significantly higher in all 
subscales, including pay, when compared to the intervention group’s baseline MJS scores. 
The overall job satisfaction mean score was also significantly different from baseline (p = 
<0.001). These results support the hypothesis that there would be an increase in satisfaction 
over time (time two) in the NUM group who participated in the intervention (Figure 5 .5: 
Table 5.11). 
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Figure 5.5 Change in NUMs’ job satisfaction scores between baseline and six months 
(intervention group) 
 
5.5.1.6 Mean MJS scores over time at time two (Control group) 
 
A paired t-test was conducted to evaluate any change in the nurse unit managers’ job 
satisfaction scores, in the control group, over time (time two); comparing their baseline MJS 
scores with their MJS scores at six months. Mean MJS scores in the control group were no 
different at time two when compared with baseline scores (Figure 5.6) (Table 5.12: Appendix 
5.2), indicating support for the hypothesis that there would be no increase in job satisfaction 
scores within participants in the NUM group, overtime, who did not participate in the 
intervention. 
  116 
 
Figure 5.6 Change in NUMs’ job satisfaction scores between baseline and six months 
(control group) 
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Table 5.7 MJS scores three months after commencement of intervention (Time one): 
Comparison between NUMs who did and who did not receive the intervention.   
 
 
 
* Mean difference  
‡ 2-sided level of significance 
† 95% Confidence intervals 
Measures  Intervention 
(n=20) 
Time 1 
Control  
(n =19) 
Time 1 
MD* (95%CI)† P-value‡ 
MJS – Personal 
Satisfaction Subscale 
4.0 (0.33) 3.0 (0.59)  0.27 (-0.03 TO 0.58) 0.085 
MJS – Satisfaction with 
Workload Subscale 
2.8 (0.69) 2.4 (0.70)  0.38 (-0.06 TO 0.84) 0.091 
MJS - Satisfaction with 
Professional Support 
3.9 (0.59) 3.5 (0.71)  0.39 (-0.03 TO 0.81) 0.069 
MJS - Satisfaction with 
Training Subscale    
3.7 (.66) 3.2 (.65)  0.56 (0.13 TO 0.98) 0.012 
MJS - Satisfaction with 
Pay Subscale    
3.2 (.93) 3.2 (.89)  0.07 (-0.52 TO 0.66) 0.810 
MJS - Satisfaction with 
Prospects Subscale 
4.0 (.34) 3.7 (.67)  0.32 (-0.02 TO 0.67) 0.065 
MJS - Satisfaction with 
Standard of Care 
Subscale 
4.2 (.45) 3.5 (.71)  0.66 (0.28 TO 1.04) 0.001 
 
 
 
MJS – Overall 
Satisfaction  
3.7 (.38) 3.3 (.57)  0.39 (0.07 TO 0.71) 0.016 
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Table 5.8 MJS scores six months after commencement of intervention (Time two): 
Comparison between NUMs who did and who did not receive the intervention. Based on 
completed matched pairs. 
 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
 
Measures  Intervention  
(n=16) 
T2* 
Control  
(n =15) 
T2* 
MD† (95%CI)‡ P -
value§ 
MJS – Personal 
Satisfaction Subscale 
4.0 (.36) 3.8 (.60) 0.184 (-0.17 TO 0.54) 0.309 
MJS – Satisfaction with 
Workload Subscale 
2.8 (.63) 2.5 (.76) 0.261 (-0.25 TO 0.77) 0.305 
MJS - Satisfaction with 
Professional Support 
4.1 (.36) 3.5 (.87) 0.630 (0.14 TO 1.11) 0.013 
MJS - Satisfaction with 
Training Subscale    
3.8. (.56) 3.3 (.58) 0.539 (0.11 TO 0.96) 0.015 
MJS - Satisfaction with 
Pay Subscale    
3.4 (.87) 3.2(.99) 0.262 (-0.42 TO 0.94) 0.441 
MJS - Satisfaction with 
Prospects Subscale 
4.0 (.34) 3.8. (.51) 0.236 (-0.08 TO 0.56) 0.148 
MJS - Satisfaction with 
Standard of Care 
Subscale 
4.1 (.42) 3.6 (.89) 0.507 (-0.00 TO 1.01) 0.051 
 
 
 
MJS – Overall 
Satisfaction  
3.7 (.30) 3.3 (.60) 0.396 (0.04 TO 0.74) 0.027 
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Table 5.9 Mean difference in MJS scores in the NUM (intervention group) between baseline 
and time one (paired t-test). 
MJS Sub-scale Mean (SD) T-test  MD† (95%CI)‡ P -value§ 
Personal Satisfaction     
    Baseline 3.62 (0.55)     
    Time 1 4.08 (0.33) -3.39  0.46 - 0.75;  - 0.17 0.003 
Work load      
    Baseline 2.42 (0.81)     
    Time 1 2.88 (0.71) -2.80  0.46 - 0.79; - 0.11 0.012 
Professional Support     
     Baseline 3.47 (0.74)     
      Time 1 3.93 (0.59) -3.38  0.46 -0.70;  -0.21 0.001 
Training      
     Baseline 3.41 (0.54)     
      Time 1 3.76 (0.66) -3.40  0.35 -0.55;  -0.13 0.003 
Pay      
     Baseline 3.08 (0.92)     
      Time 1 3.27 (0.93) -1.61  0.19 -0.55;  -0.13 0.122 
Prospects      
     Baseline 3.59 (0.48)     
      Time 1 4.07 (0.34) -4.00  0.48 -0.55;  -0.13 0.001 
Standards of Care      
     Baseline 3.51 (0.93)     
      Time 1 4.23 (0.45) -4.05  0.72 -0.55;  -0.13 0.001 
Overall Satisfaction      
     Baseline 3.27 (0.47)     
      Time 1 3.73 (0.38) -4.57  0.46 -0.67;  -0.25 <0.001 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.10 Mean difference in MJS scores in the NUM (control group) between baseline 
and time one (paired t-test). 
MJS Sub-scale Mean 
(SD)* 
t-scores 
df 
M D † 
 
95% CI‡ P-value§   
Personal Satisfaction     
    Baseline 3.86 (0.53)     
    Time 1 3.81 (0.59)  0.46 (18) - 0.05 - 0.20;  0.31 0.645 
Work load      
    Baseline 2.49 (0.84)     
    Time 1 2.48 (0.70)  0.07 (18) - 0.01 -0.27;  0.29 0.943 
Professional Support     
     Baseline 3.52 (0.57)     
      Time 1 3.54 (0.71) -0.17 (18)   0.02 -0.27;  0.23 0.865 
Training      
     Baseline 3.28 (0.75)     
      Time 1 3.20 (0.65)  0.69 (18) - 0.08 -0.16;   0.33 0.494 
Pay      
     Baseline 3.06 (0.89)     
      Time 1 3.20 (0.89) -0.11 (18)   0.14 -0.39;  -0.12 0.278 
Prospects      
     Baseline 3.77 (0.50)     
      Time 1 3.74 (0.67)  0.23 (18) - 0.03 -0.18;   0.22 0.818 
Standards of Care      
     Baseline 3.50 (0.79)     
      Time 1 3.56 (0.71) -0.39 (18)   0.06 -0.37;   0.25 0.698 
Overall Satisfaction     
     Baseline 3.34 (0.52)     
      Time 1 3.34 (0.57) -0.00 (18)   0.00 -0.19;   0.19 0.999 
 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.11 Mean difference in MJS scores in the NUM (intervention group) between 
baseline and time two (paired t-test). 
MJS Sub-scale Mean 
(SD* 
t score  Mean 
difference†  
(95%CI) ‡ P -value§ 
Personal Satisfaction      
    Baseline 3.53 (0.46)     
    Time 2 4.07 (0.36) -3.46 (15)  0.54 - 0.86;  - 0.20 0.003 
Work load      
    Baseline 2.41 (0.72)     
    Time 2 2.82 (0.63) -2.67 (15)  0.41 -0.73; -0.08 0.017 
Professional Support      
     Baseline 3.53 (0.75)     
      Time 2 4.14 (0.36) -2.84 (15)  0.61 -1.07;  -0.15 0.012 
Training      
     Baseline 3.50 (0.46)     
      Time 2 3.86 (0.56) -3.38 (15)  0.36 -0.58;  -0.13 0.004 
Pay      
     Baseline 3.19 (0.81)     
      Time 2 3.47 (0.87) -2.30 (15)  0.28 -0.54;  -0.02 0.036 
Prospects      
     Baseline 3.60 (0.53)     
      Time 2 4.08 (0.34) -3.47 (15)  0.48 -0.77;  -0.18 0.003 
Standards of Care      
     Baseline 3.55 (0.85)     
      Time 2 4.15 (0.42) -3.03 (15)  0.60 -1.02;  -0.17 0.008 
Overall Satisfaction      
     Baseline 3.30 (0.46)     
      Time 2 3.78 (0.30) -4.07 (15)  0.48 -0.73;  -0.23 0.001 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.12 Mean difference in MJS scores in the NUM (control group) between baseline 
and time two (paired t-test). 
MJS Sub-scale Mean (SD) 
* 
t-score 
df 
 M D † 
 
(95%CI)‡ P -value§ 
Personal Satisfaction      
    Baseline 3.85 (0.60)     
    Time 2 3.88 (0.60) -0.23 (14)  0.03 - 0.33;   0.26 0.815 
Work load      
    Baseline 2.48 (0.90)     
    Time 2 2.55 (0.76) -0.49 (14)  0.07 -0.37;   0.23 0.629 
Professional Support      
     Baseline 3.52 (0.61)     
      Time 2 3.51 (0.87)  0.04 (14)  0.01 -0.43;   0.45 0.964 
Training      
     Baseline 3.34 (0.78)     
      Time 2 3.32 (0.58)  0.15 (14)  0.02 -0.29;   0.34 0.877 
Pay      
     Baseline 3.05 (0.95)     
      Time 2 3.21 (0.99) -0.90 (14)  0.16 -0.56;   0.22 0.380 
Prospects      
     Baseline 3.80 (0.47)     
      Time 2 3.84 (0.51) -0.29 (14)  0.04 -0.30;   0.22 0.775 
Standards of Care      
     Baseline 3.43 (0.85)     
      Time 2 3.64 (0.89) -1.29 (14)  0.21 -0.57;   0.14 0.217 
Overall Satisfaction      
     Baseline 3.34 (0.55)     
      Time 2 3.39 (0.60) -0.42 (14)  0.05 -0.29;   0.20 0.681 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
 
 
5.6 Effect of the intervention on NUM Leader Behaviour Scores 
Research question 2.1:  Is there a difference in self reported leader behaviour scores 
(time one) between the group of NUMs who participated in the LDP compared to those who 
did not participate? 
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5.6.1 Mean MLQ scores at Time one 
An independent t-test was conducted to evaluate the effect of the intervention on the 
nurse unit managers’ leader behaviours at time one. At baseline, mean scores for each of the 
12 sub-category were similar for both groups.  By time one, three months after the 
intervention there were no differences in mean scores of 11 of the 12 sub-categories for this 
measure. The exception was in the leader behaviour outcome sub-category; effectiveness 
(LE), with those in the intervention group scoring significantly higher (p = 0.015). The results 
give limited support to the hypothesis that there would be an increase in positive leader 
behaviours in the NUM group who participated in the LDP intervention. Scores for all sub-
scales are shown in (Table 5.13). 
 
Research question 2.2: Is there a difference in self reported leader behaviour scores  
(time two) between the group of NUMs who participated in the LDP compared to those who 
did not participate? 
 
5.6.2 Mean MLQ scores at time two 
An independent t-test was conducted to evaluate the effect of the intervention on the 
NUMs’ leader behaviours at time two. There were no differences in any of the sub-categories 
measuring leadership behaviour between the two groups. The significant difference in the 
sub-category; effectiveness (LE), at time two was not sustained; p = 0.494. These results do 
not support the hypothesis that there would be an increase in positive leader behaviours in the 
NUM group who participated in the intervention at six months. Details are contained in Table 
5.14 (Appendix 5.2). 
 
Research question 2.3: Do the self reported leader behaviour scores of NUMs change 
over time (time one) following their participation in the LDP? 
 
5.6.1.3 Mean MLQ scores over time at time one (Intervention group) 
A paired t-test was conducted to evaluate the effect of the intervention on NUMs’ 
leader behaviour scores at time one compared to their MLQ scores at baseline. The mean 
scores in the intervention group at time one compared to the mean scores at baseline were 
statistically higher in 4 sub-categories that measure TFL behaviours, and in one positive TRL 
leader behaviour. Scores were lower in the two other TRL behaviours and in the non-
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transaction behaviour (laissez-faire). Scores were significantly higher in the three leadership 
behaviour outcome scores. (Figure 5.7: Table 5.15). These results support the hypothesis that 
NUMs in the intervention group would have an increase in positive leader behaviours 
between baseline and time one. 
 
Figure 5.7 Changes in NUMs’ leader behaviour scores between baseline and three months 
after the intervention (intervention group) 
 
5.6.1.4 Mean MLQ scores over time at time one (Control group) 
A paired t-test was performed to evaluate the effect of the intervention on the nurse 
unit managers’ leader behaviours scores, in the control group, at time one compared to their 
baseline scores. Self-rated leader behaviours did not differ for those in the control group 
between MLQ baseline scores and time one scores. This supports the hypothesis that there 
would not be an increase in positive leader behaviours between baseline and time one scores 
among those who did not participate in the intervention (Figure5.8) (Table 5.16: Appendix 
5.2).   
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Figure 5.8 Changes in NUMs’ leader behaviour scores between baseline and three months 
after the intervention (control group) 
 
Research question 2.4: Do the self reported leader behaviour scores of NUMs change 
over time ( time two) following their participation in the LDP? 
5.6.1.5 Mean MLQ scores over time at time two (Intervention group) 
A paired t-test was conducted to evaluate the effect of the intervention on nurse unit 
managers’ leader behaviours rated at time two compared to their baseline MLQ scores. The 
mean scores in the intervention group at time two compared to their baseline mean scores 
were statistically higher in 4 sub-categories that measure TFL behaviours and in one positive 
TRL leader behaviours (CR). Scores were lower in the two other TRL behaviours and in the 
non-transactional behaviour (laissez-faire) that rate less positive leader behaviours. Scores 
were higher in one leadership outcome scores (LE) (Figure 5.8: Table 5.17). These results 
support the hypothesis that NUMs in the intervention group would have an increase in 
positive leader behaviours between baseline and time two. 
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Figure 5.9 Changes in NUMs’ leader behaviour scores between baseline and six months 
after the intervention (control group) 
  
5.6.1.6 Mean MLQ scores over time at time two (Control group) 
A paired t-test was performed to evaluate the effect of the intervention on nurse unit 
managers’ leader behaviours scores, in the control group at time two compared to their 
baseline scores. The mean MLQ scores in the control group at time two, compared to the 
mean scores at baseline were statistically higher in one TFL leader behaviours (IA). One 
leadership outcome scores (LEE) was significantly higher (Table 5.18). These results do not 
support the hypothesis that the nurse unit managers’ in the control group would not have an 
increase in leader behaviours between baseline and time two. 
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Table 5.13 MLQ scores three months after commencement of intervention (Time one): 
Comparison between Nurse Unit Managers who did and who did not receive the 
intervention 
 
* Mean (standard deviation)95% Confidence intervals 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
Measures  Intervention 
(n=20) 
T1* 
Control  
(n =19) 
T1* 
MD† (95%CI)‡ P -
value§ 
MLQ – Idealized 
Influence (Attributed) 
3.2 (0.50) 3.0 (0.69)   0.153 (-0.23 TO 0.55) 0.421 
MLQ – Idealized 
Influence (Behaviour) 
3.3 (0.44) 3.0 (0.51)   0.241 (-0.06 TO 0.55) 0.118 
MLQ – Inspirational 
Motivation 
3.3 (0.33) 3.2 (0.49)   0.121 (-0.15 TO 0.39) 0.374 
MLQ – Intellectual 
Stimulation 
3.2 (0.33) 3.2 (0.52)   0.026 (-0.25 TO 0.31) 0.849 
MLQ – Individualized 
Consideration 
3.4 (0.44) 3.3 (0.50)   0.141 (-0.16 TO 0.44) 0.358 
MLQ – Contingent 
Reward 
3.2 (0.47) 3.0 (0.56)   0.266 (-0.07 TO 0.60) 0.120 
MLQ – Management by 
Exception (Active) 
1.8 (1.10) 1.8 (0.82)   0.023 (-0.61 TO 0.65) 0.940 
 
 
 
MLQ – Management by 
Exception (Passive) 
0.7 (0.48) 0.6 (0.53)   0.067 (-0.26 TO 0.39) 0.680 
MLQ – Laissez-faire 
Leadership 
0.38 (0.50) 0.5 (0.57) -0.191 (-0.54 TO 0.15) 0.273 
MLQ –Extra Effort 3.0 (0.56) 2.7 (0.58)  0.347 (-0.02 TO 0.71) 0.067 
MLQ –Effectiveness 3.5 (0.40) 3.0 (0.63)  0.430 (0.08 TO 0.77) 0.015 
MLQ – Satisfaction 3.5 (0.51) 3.3 (-.67)  0.184 (-0.20 TO 0.57) 0.340 
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Table 5.15 Mean difference in MLQ scores in the NUM intervention group between baseline 
and Time one (paired t-test). 
Measures  Mean (SD) 
* 
t-score  MD † 
 
(95%CI)‡ P -value§ 
Idealized Influence (Attributed)     
    Baseline 2.80 (0.61)     
    Time 1 3.20 (0.50) -3.62 (19)  0.40 - 0.63;  - 0.16  0.002 
Idealized Influence (Behaviour)     
    Baseline 2.93 (0.41)     
    Time 1 3.31 (0.44) -4.56 (19)  0.38 -0.79; -0.11 <0.001 
Inspiration Motivation      
     Baseline 2.97 (0.47)     
      Time 1 3.35 (0.33) -3.83 (19)  0.38 -0.59;  -0.17  0.001 
Intellectual Stimulation      
     Baseline 3.02 (0.45)     
      Time 1 3.23 (0.33) -2.06 (19)  0.21 -0.42;  -0.00  0.053 
Individualised Consideration     
     Baseline 3.18 (0.51)     
      Time 1 3.48 (0.44) -2.39 (19)  0.30 -0.55;  -0.03  0.027 
Contingent Reward      
     Baseline 3.59 (0.48)     
      Time 1 4.07 (0.34) -4.00 (19)  0.48 -0.55;  -0.13  0.001 
Management by Exception Active    
     Baseline 2.02 (0.94)     
      Time 1 1.88 (1.10)  0.92 (19) -0.14 -0.18;  0.46  0.369 
Management by Exception 
Passive 
   
     Baseline 0.76 (0.46)     
      Time 1 0.71 (0.48)  0.53 (19) -0.05 -0.14;  0.24  0.599 
Laissez-faire      
     Baseline 0.50 (0.37)     
      Time 1 0.38 (0.50) 1.00 (19) -0.12 -0.12;  -0.34  0.330 
Extra Effort      
     Baseline 2.64 (0.56)     
      Time 1 3.06 (0.55) -4.10 (19)  0.42 -0.64;  -0.20  0.001 
Effectiveness      
     Baseline 3.09 (0.55)     
      Time 1 3.52 (0.40) -5.15 (19)  0.43 -0.60;  -0.25 <0.001 
Satisfaction      
     Baseline 3.20 (0.54)     
      Time 1 3.50 (0.51) -3.55 (19)  0.30 -0.47;  -0.12  0.002 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.17 Mean difference in MLQ scores in the NUM intervention group between baseline 
and Time two (paired t-test).  
Measures Mean (SD) 
* 
t-score MD † 
 
(95% C I) ‡ P-value§ 
Idealized Influence (Attributed)    
Baseline 2.64 (0.53)     
Time 2 3.17 (0.31) -4.57 (15)  0.53 - 0.77; - .28 <0.001 
Idealized Influence (Behaviour)     
Baseline 2.84 (0.39)     
Time 2 3.21 (0.44) -3.28 (15)  0.37 -0.61; -0.13 0.005 
Inspiration Motivation     
Baseline 2.85 (0.39)     
Time 2 3.29 (0.34) -5.65 (15)  0.44 -0.60;  -0.27 <0.001 
Intellectual Stimulation     
Baseline 2.92 (0.44)     
Time 2 3.12 (0.42) -1.97 (15)  0.20 -0.42;  -0.01 0.066 
Individualised Consideration    
Baseline 3.12 (0.53)     
Time 2 3.42 (0.39) -3.33 (15)  0.30 -0.48;  -0.10 0.005 
Contingent Reward      
Baseline 2.76 (0.43)     
Time 2 3.16 (0.34) -3.21 (15)  0.40 -0.67;  -0.13 0.006 
Management by Exception  
Active 
   
Baseline 1.78 (0.87)     
Time 2 1.73 (0.86)  0.23 (15) -0.05 -0.42;  0.53 0.820 
Management by Exception 
Passive 
   
Baseline 0.79 (0.44)     
Time 2 0.68 (0.43)  0.83 (15) -0.11 -0.16;  0.38 0.417 
Laissez-faire      
Baseline 0.54 (0.36)     
Time 2 0.46 (0.43) 0.79 (15) -0.08 -0.13;  0.28 0.441 
Extra Effort      
Baseline 2.54 (0.54)     
Time 2 2.87 (0.50) -2.03 (15)  0.33 -0.68;  0.15 0.060 
Effectiveness      
Baseline 2.97 (0.54)     
Time 2 3.25 (0.41) -2.86 (15)  0.28 -0.49;  -0.07 0.012 
Satisfaction      
Baseline 3.12 (0.50)     
Time 2 3.37 (0.38) -1.73 (15)  0.25 -0.55;  0.05 0.104 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.18 Mean difference in MLQ scores in the NUM control group between baseline and 
Time two. 
Measures 
 
Mean (SD)* t-score MD†   
 
(95%CI)‡ P -
value§ 
Idealized Influence (Attributed)     
Baseline 2.96 (0.74)     
Time 2 3.20 (0.61) -2.53 (14)  0.24 - 0.44; - 0.03 0.024 
Idealized Influence (Behaviour)     
Baseline 3.01 (0.50)     
Time 2 3.29 (0.56) -1.99 (14)  0.28 -0.57;  0.02 0.067 
Inspiration Motivation     
Baseline 3.08 (0.42)     
Time 2 3.20 (0.44) -1.11 (14)  0.12 -0.35;   0.11 0.283 
Intellectual Stimulation     
Baseline 3.30 (0.50)     
Time 2 3.42 (0.57) -1.55 (14)  0.12 -0.25;   0.03 0.142 
Individualised Consideration     
Baseline 3.36 (0.35)     
Time 2 3.46 (0.41) -1.03 (14)  0.10 -0.30;   0.10 0.320 
Contingent Reward      
Baseline 2.98 (0.44)     
Time 2 3.13 (0.58) -1.14 (14)  0.15 -0.44;  0.13 0.273 
Management by Exception 
Active 
    
Baseline 1.88 (0.61)     
Time 2 1.80 (1.01)  0.27 (14) -0.08 -0.57;   0.74 0.790 
Management by Exception 
Passive 
    
Baseline 0.71 (0.52)     
Time 2 0.78 (0.69) -0.69 (14)  0.07 -0.27;   0.13 0.499 
Laissez-faire      
Baseline 0.63 (0.53)     
Time 2 0.45 (0.50) 1.97 (14) -0.18 -0.015; 0.38 0.068 
Extra Effort      
Baseline 2.73 (0.53)     
Time 2 3.26 (0.63) -2.83 (14)  0.53 -0.49;  -0.07 0.013 
Effectiveness      
Baseline 3.11 (0.46)     
Time 2 3.26 (0.63) -1.54 (14)  0.15 -0.35;   0.05 0.144 
Satisfaction      
Baseline 3.16 (0.55)     
Time 2 3.33 (0.58) -1.16 (14)  0.17 -0.47;   0.14 0.265 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
5.7 Effect of the intervention on NS Job Satisfaction  
This section of the chapter presents the results of the study which assessed the effects 
of the intervention by analysing the job satisfaction and leader behaviour outcome scores, 
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(MJS and MLQ) between the NS in the intervention group and those in the control group. The 
NS results, over time, at times one and two are then presented 
 
5.7.1 Effect of the intervention on NS’ job satisfaction scores 
Research question 3.1: Is there a difference in self reported job satisfaction scores (at 
time one) of the NS whose NUM participated in the LDP, compared to those NS whose 
NUM did not participate? 
 
5.7.1.1 Mean MJS scores at time one 
An independent t-test was conducted at time one, to evaluate the effect of the 
intervention on the NS’ job satisfaction scores who reported to NUMs who were part of the 
study. The intervention had no affect on nursing staff’s job satisfaction scores at time one, 
irrespective of group (Table 5.19: Appendix 5.2). Consequently, the hypothesis that there 
would be an increase in satisfaction in the nursing staff whose NUM participated in the 
intervention, compared to the nursing staff whose NUM did was not upheld. 
 
Research question 3.2: Is there a difference in self reported job satisfaction scores (at 
time two) of the NS whose NUM participated in the LDP, compared to those NS whose 
NUM did not participate? 
 
5.7.1.2 Mean MJS scores at time two 
An independent t-test was performed at time two, to evaluate the effect of the 
intervention on NS’ job satisfaction scores, who reported to NUMs who were part of the 
study. MJS scores for nurses at time two were similar to those at time one, with no statistical 
differences between the intervention and control groups for any of the job satisfaction sub-
scales (Table 5.20: Appendix 5.2). The hypothesis, ‘that there would be an increase in 
satisfaction in the nursing staff group whose NUM participated in the intervention’, is 
therefore rejected. 
Research question 3.3: Is there a change over time in self reported job satisfaction 
scores (at time one) of the NS whose NUM participated in the LDP? 
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5.7.1.3 Mean MJS scores over time at time one (Intervention group) 
A paired t-test was conducted to evaluate the effect of the intervention on NS’ job 
satisfaction scores, whose nurse unit managers participated in the intervention at time one, 
compared to their baseline MJS scores. The mean scores in the intervention group at time one 
compared to the mean MJS scores at baseline were statistically higher in one subscale; 
satisfaction with training. (Table 5.21).  These results give limited support to the hypothesis 
that NS whose NUM was in the intervention group would have an increase in satisfaction 
between baseline and time one MJS scores. 
 
5.7.1.4 Mean MJS scores over time at time one (Control group) 
A paired t-test was conducted to evaluate the effect of the intervention on NS’ job 
satisfaction scores whose nurse unit managers did not participate in the intervention, 
comparing their time one MJS scores with their baseline scores. Mean scores in the control 
group were statistically higher in one subscale at time one when compared with baseline 
scores; satisfaction with workloads. (Table 5.22).  
 
These results suggest that at time one, the satisfaction of nursing staff whose nurse unit 
managers did not participate in the intervention (LDP), had a significantly higher mean score 
in the subscale, satisfaction with workload, compared to their time one MJS scores.  These 
results do not support the hypothesis that there would be no increase in satisfaction in the 
nursing staff whose nurse unit manager did not participate in the intervention. 
 
Research question 3.4: Is there a change over time in self reported job satisfaction 
scores (at time two) of the NS whose NUM participated in the LDP? 
5.7.1.5 Mean MJS scores over time at time two (Intervention group) 
 
A paired t-test was conducted to evaluate the effect of the intervention on NS job 
satisfaction scores whose NUMs participated in the intervention, comparing their baseline 
MJS scores with their MJS scores at time two. Mean scores were significantly higher in two 
subscales when compared with baseline scores; satisfaction with workload (p = 0.003) and 
satisfaction with training (p = 0.003).  The overall satisfaction score was also significantly 
increased from their baseline scores (p = 0.009). These results support the hypothesis that 
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there would be, at time two, an increase in satisfaction in the nursing staff whose NUM 
participated in the intervention (Figure 5.10: Table 5.23). 
 
Figure 5.10 Change in satisfaction scores between baseline and six months post intervention and 
those in the intervention group 
 
5.7.2 Mean MJS scores over time at time two (Control group) 
A paired t-test was conducted to evaluate the effect of the intervention over time on the 
NS’ job satisfaction scores whose nurse unit manager was in the control group; comparing 
their baseline MJS scores with their MJS scores at time two. Mean MJS scores in the control 
group were no different at time two when compared with their MJS baseline scores (Table 
5.24: Appendix 5).  This result supports the hypothesis that there would be no increase in job 
satisfaction scores between baseline and time two, in the nursing staff whose nurse unit 
manager did not participate in the intervention. 
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Figure 5.11 Change in satisfaction scores between baseline and six months post 
intervention in the control group 
.11 Nursing Staff (Control) at Time 2 
 
 
Table 5.22 Mean difference in MJS scores in Nursing Staff in the control group between 
baseline and Time one 
MJS Sub-scale Mean (SD)* T-test (df) MD† (95%CI)‡ P -
value§ 
Personal Satisfaction      
Baseline 3.67 (0.67)     
Time 1 3.67 (0.66) -0.56 (179)  0.00 - 0.08;   0.07 0.955 
Work load      
Baseline 3.27 (0.74)     
Time 1 3.36 (0.68) -2.169 (180)  0.09 - 0.16;  - 0.00 0.031 
Professional Support      
Baseline 3.74 (0.77)     
Time 1 3.77 (0.70) -0.77 (180)  0.03 - 0.10;   0.04 0.441 
Training      
Baseline 3.39 (0.73)     
Time 1 3.40 (0.77) -0.20 (180)  0.01 - 0.09;   0.07 0.836 
Pay      
Baseline 3.01 (0.99)     
Time 1 3.03 (0.96) -0.399 (180)  0.02 - 0.12;  0.08 0.690 
Prospects      
Baseline 3.67 (0.63)     
Time 1 3.67 (0.69)  0.61 (178)  0.00 - 0.6;   0.07 0.951 
Standards of Care      
Baseline 3.70 (0.75)     
Time 1 3.74 (0.74) -1.00 (179)  0.04 - 0.12;   0.04 0.317 
Overall Satisfaction      
Baseline 3.52 (0.57)     
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Time 1 3.55 (0.57) -1.17 (179)  0.03 - 0.08;   0.02 0.244 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.23 Mean difference in Nursing staff MJS scores in the intervention group between 
baseline and Time two (paired t-test). 
MJS Sub-scale Mean (SD)* T-test (df) MD† (95%CI)‡ P -value§ 
Personal Satisfaction      
Baseline 3.57 (0.65)     
Time 2 3.64 (0.67) -1.63 (155)  0.07 - 0.14;   0.01 0.104 
Work load      
Baseline 3.35 (0.70)     
Time 2 3.47 (0.61) -2.97 (156)  0.08 - 0.19; - 0.03 0.003 
Professional Support      
Baseline 3.69 (0.77)     
Time 2 3.73 (0.72) -0.858 (155)  0.04 - 0.12;   0.04 0.392 
Training      
Baseline 3.27 (0.68)     
Time 2 3.40 (0.74) -2.97 (155)  0.13 - 0.22;  - 0.04 0.003 
Pay      
Baseline 3.03 (0.97)     
Time 2 3.11 (0.95) -1.34 (156)  0.08 - 0.20;    0.03 0.181 
Prospects      
Baseline 3.67 (0.51)     
Time 2 3.72 (0.55) -1.38 (155)  0.05 - 0.11;    0.03 0.257 
Standards of Care      
Baseline 3.68 (0.83)     
Time 2 3.76 (0.73) -1.66 (156)  0.08 - 0.16;   0.14 0.099 
Overall Satisfaction      
Baseline 3.49 (0.57)     
TIME 2 3.57 (0.55) -2.66 (15)  0.08 - 0.13;  - 0.02 0.009 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
 
 
Table 5.24 Mean difference in MJS score in the Nursing staff control group between 
baseline and Time two. (paired t-test). 
MJS Sub-scale Mean (SD)* T-test (df) MD† (95%CI)‡ P -
value§ 
Personal Satisfaction      
Baseline 3.69 (0.67)     
Time 2 3.65 (0.68)  0.84 (120) -0.04 - 0.05;   0.13 0.403 
Work load      
Baseline 3.28 (0.74)     
Time 2 3.31 (0.77) -0.79 (120)  0.03 - 0.13;   0.05 0.427 
Professional Support      
Baseline 3.71 (0.80)     
Time 2 3.72 (0.73) -0.15 (120)  0.01 - 0.13;   0.11 0.874 
Training      
Baseline 3.39 (0.74)     
Time 2 3.46 (0.80) -1.21 (119)  0.07 - 0.17;   0.04 0.228 
Pay      
Baseline 3.03 (1.03)     
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Time 2 3.09 (0.99) -0.94 (120)  0.06 - 0.20;   0.07 0.349 
Prospects      
Baseline 3.67 (0.62)     
Time 2 3.69 (0.64) -0.38 (120)  0.02 - 0.10;  0.06 0.705 
Standards of Care      
Baseline 3.72 (0.78)     
Time 2 3.75 (0.79) -0.46 (120)  0.03 - 0.13;  0.08 0.643 
Overall Satisfaction      
Baseline 3.52 (0.58)     
Time 2 3.54 (0.62) -0.58 (120)  0.02 - 0.09;   0.05 0.559 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
 
5.8 Effect of the intervention on NS perception of Leader 
Behaviours  
Research question 4.1: Is there a difference at time one in NUMs’ leader behaviour 
scores as rated by NS whose NUMs  participated in the LDP compared to those NS whose 
NUM did not participate? 
 
5.8.1 Mean MLQ scores at time one 
An independent t-test was conducted to evaluate the effect of the intervention on the 
nurse unit manager leader behaviours scores as rated by the nursing staff at time one. 
Overall, mean scores were marginally higher in the control group, in the 5 TFL sub-
categories and in the one TRL (CR) score. Three of the leadership outcome mean scores 
were higher in the control group but only one of these differences reached statistical 
significance, extra effort (LEE) p = 0.029 (Table 5.25). The results do not support the 
hypothesis that there would be an increase in NUMs’ leader behaviours scores as rated by 
the nursing staff, whose nurse unit managers participated in the intervention. 
 
Research question 4.2: Is there a difference at time two in NUMs’ leader behaviour 
scores as rated by NS whose NUMs  participated in the LDP compared to those NS whose 
NUM did not participate? 
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5.8.2 Mean MLQ scores at time two 
An independent t-test was conducted to evaluate the effect of the intervention on nurse 
unit manager’s leader behaviour scores as rated by the nursing staff at time two. The mean 
scores in the intervention group were marginally higher in 4 TFL sub- categories when 
compared to the control group: idealized influence: behaviour (IB), inspirational motivation 
(IM), intellectual stimulation (IS), individualized consideration (IC) and in one TRL sub-
category (CR), however none of these differences were statistically significant. Moreover, 
the significant difference seen in the control group at time one for the sub-category, extra 
effort was not maintained at time two (Table 5.26: Appendix 5). This suggests that the 
intervention did not improve NUM leader behaviour scores as rated by NS at time two. 
Consequently, the hypothesis that at time two, NS would rate the NUMs in the intervention 
group with an increase in leader behaviour scores is rejected. 
 
Research question 4.3:Is there a change over time (time one) in NUM leader 
behaviour scores as rated by the nursing staff, when comparing baseline and time one 
scores, of nursing staff whose NUM participated in the intervention? 
 
5.8.3 Mean MLQ scores over time at time one (Intervention group) 
A paired t-test was conducted to evaluate the effect of the intervention on nurse unit 
manager leader behaviour scores as rated by NS, comparing their MLQ baseline and time 
one scores. Mean scores in the intervention group were significantly lower in two sub-
categories that measure TFL behaviours (idealized influence: attributed IA) and (idealized 
influence: behaviour IB). Also there were significant decreases in two leader behaviour 
outcome scores: effectiveness (LE) and satisfaction (LS) (Table 5.27). These results do not 
support the hypothesis that NUMs in the intervention group would have an increase leader 
behaviour scores as rated by NS, comparing their MLQ baseline and time one scores.  
 
5.8.4 Mean MLQ scores over time at time one (Control group) 
A paired t-test was conducted to evaluate the effect of the intervention on nurse unit 
manager leader behaviour scores as rated by the nursing staff, comparing their MLQ baseline 
and time one scores. Mean scores in the control group were significantly lower in one sub-
category that measures TRL leader behaviour (MBE), active. (Table 5.28: Appendix 5.2). 
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These results support the hypothesis that NUMs in the control group would not have an 
increase in positive leader behaviours between baseline and time one. 
 
Research question 4.4: Is there a difference over time (time two) in NUM leader 
behaviour scores as rated by the nursing staff, when comparing baseline and time two 
scores, of nursing staff whose NUM participated in the intervention? 
 
5.8.5 Mean MLQ scores over time at time two (Intervention group) 
A paired t-test was conducted to evaluate the effect of the intervention on nurse unit 
managers’  leader behaviour scores as rated by NS comparing their MLQ baseline and time 
two scores. The mean score in the intervention group was significantly lower in one sub-
category that measures TFL (IB) (Idealised Influence; behaviour p = 0.038).  A statistically 
significant higher score (p = 0.011) was evident for the non-transactional sub-category 
laissez-faire (Table 5.29). These results do not support the hypothesis that nurse unit 
managers’  in the intervention group would have an increase in leader behaviour scores when 
comparing NS’ baseline and time two scores.  
 
5.8.6 Mean MLQ scores over time at time two (Control group) 
A paired t-test was conducted to evaluate the effect of the intervention on nurse unit 
manager leader behaviour scores as rated by the nursing staff, comparing their MLQ baseline 
and time two scores. Mean scores in the control group were again significantly lower in one 
sub-category that measures TRL leader behaviour (MBE), active. (Table 5.30: Appendix 5). 
These results support the hypothesis that nurse unit managers in the control group would not 
have an increase in leader behaviour scores when comparing NS’ baseline and time two 
scores.  
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Table 5.27 Mean difference in Nursing staff MLQ scores in the intervention group between 
baseline and Time one (paired t-test). 
Measures Mean (SD)* t-score MD† (95% CI‡) P-
value§ 
Idealized Influence (Attributed)     
Baseline 2.72 (1.01)     
Time 1 2.62 (1.02) 2.16 (225) -0.10  0.00;   0.19 0.032 
Idealized Influence (Behaviour)     
Baseline 2.66 (0.97)     
Time 1 2.50 (0.96) 2.82 (223) -0.16  0.04;  0.26 0.005 
Inspiration Motivation      
Baseline 2.76 (0.99)     
Time 1 2.66 (1.00) 1.95 (225) -0.10 -0.00;   0.20 0.052 
Intellectual Stimulation      
Baseline 2.47 (1.09)     
Time 1 2.40 (0.99) 1.11 (222) -0.07 -0.04;  0.17 0.264 
Individualised Consideration     
Baseline 2.36 (1.06)     
Time 1 2.30 (1.09) 1.16 (226) -0.03 -0.04;   0.16 0.244 
Contingent Reward      
Baseline 2.45 (1.09)     
Time 1 2.48 (1.04) -0.56 (223)  0.03 -0.13;   0.07 0.570 
Management by Exception 
Active 
   
Baseline 2.09 (1.03)     
Time 1 2.01 (0.97)  1.62 (222) -0.08 -0.01;  0.19 0.105 
Management by Exception 
Passive 
   
Baseline 0.86 (0.95)     
Time 1 0.90 (0.82)  -0.86 (221)  0.04 -0.13;  0.05 0.386 
Laissez-faire      
Baseline 0.69 (0.87)     
Time 1 0.38 (0.89) -1.76 (223) -0.31 -0.18;  0.11 0.079 
Extra Effort      
Baseline 2.23 (0.87)     
Time 1 2.18 (0.55)  0.96 (220) -0.05 -0.05;  0.16 0.335 
Effectiveness      
Baseline 2.86 (1.04)     
Time 1 2.74 (1.09)  2.42 (223) -0.08  0.02;  0.21 0.016 
Satisfaction      
Baseline 2.89 (1.08)     
Time 1 2.76 (1.11)  2.59 (223) -0.13  0.03;   0.23 0.010 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.28 Mean differences in Nursing staff MLQ scores in the control group between 
baseline and Time one (paired t-test). 
Measures Mean (SD)* t-score MD† (95% CI‡) P-value§ 
Idealized Influence (Attributed)     
Baseline 2.82 (1.01)     
Time 1 2.79 (0.98) 0.57 (174) -0.03  - 0.07;   0.13 0.567 
Idealized Influence (Behaviour)     
Baseline 2.61 (1.05)     
Time 1 2.64 (0.94) -0.39 (172)  0.03   - 0.14;  0.09 0.694 
Inspiration Motivation      
Baseline 2.87 (1.00)     
Time 1 2.79 (1.00)  1.39 (172) -0.08  - 0.03;   0.19 0.166 
Intellectual Stimulation      
Baseline 2.52 (1.05)     
Time 1 2.54 (1.02) -0.29 (173)  0.02  - 0.13;  0.10 0.772 
Individualised Consideration     
Baseline 2.45 (1.14)     
Time 1 2.47 (1.08) -0.32 (173)  0.02  - 0.14;   0.10 0.749 
Contingent Reward      
Baseline 2.59 (1.04)     
Time 1 2.60 (0.99) -0.11 (173)  0.01  - 0.12;   0.11 0.912 
Management by Exception 
Active 
    
Baseline 2.15 (0.98)     
Time 1 1.94 (1.04)  3.04 (167) -0.21   0.07;  0.34 0.003 
Management by Exception 
Passive 
    
Baseline 0.79 (0.93)     
Time 1 0.84 (0.90)  -0.86 (172)  0.05  - 0.16;  0.06 0.387 
Laissez-faire      
Baseline 0.65 (0.88)     
Time 1 0.74 (0.91) -1.50 (172)  0.09  - 0.20;  0.02 0.133 
Extra Effort      
Baseline 2.38 (1.08)     
Time 1 2.42 (1.03)  -0.61 (173)  0.04  - 0.18;   0.19 0.541 
Effectiveness      
Baseline 2.95 (1.00)     
Time 1 2.93 (0.98)  0.39 (171) -0.02  - 0.09;   0.14 0.694 
Satisfaction      
Baseline 2.95 (1.14)     
Time 1 2.88 (1.09)  1.08 (173) -0.07  - 0.05;   0.18 0.278 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.29 Mean difference in Nursing staff MLQ scores in the intervention group between 
baseline and Time two (paired t-test). 
Measures Mean (SD)* t-score 
 
MD† (95% CI‡) P-value§ 
Idealized Influence (Attributed)     
Baseline 2.76 (1.00)     
Time 2 2.74 (1.04) 0.36 (151) -0.02  - 0.09;  0.14 0.714 
Idealized Influence (Behaviour)     
Baseline 2.75 (0.95)     
Time 2 2.61 (0.96) 2.08 (151) -0.14   0.00;  0.27 0.038 
Inspiration Motivation      
Baseline 2.84 (0.96)     
Time 2 2.78 (0.98) 0.80 (152) -0.06 - 0.07;   0.18 0.420 
Intellectual Stimulation      
Baseline 2.54 (1.10)     
Time 2 2.53 (0.99) 0.19 (148)  0.01 - 0.10;  0.13 0.847 
Individualised Consideration     
Baseline 2.37 (1.08)     
Time 2 2.43 (1.05) -0.88 (152)  0.07 - 0.17;   0.06 0.377 
Contingent Reward      
Baseline 2.48 (1.08)     
Time 2 2.57 (1.05) -1.49 (150)  0.09 - 0.21;  -0.02 0.137 
Management by Exception 
Active 
    
Baseline 2.11 (1.01)     
Time 2 2.02 (1.00)  1.24 (149) -0.09 - 0.05;  0.24 0.214 
Management by Exception 
Passive 
    
Baseline 0.84 (0.92)     
Time 2 0.86 (0.88)  -0.37 (148)  0.02 - 0.12;  0.08 0.709 
Laissez-faire      
Baseline 0.66 (0.86)     
Time 2 0.82 (0.94) -2.58 (149) 0.24 - 0.27;  -0.03 0.011 
Extra Effort      
Baseline 2.31 (1.09)     
Time 2 2.35 (1.13)  -0.43 (149)  0.04 - 0.19;  -0.12 0.663 
Effectiveness      
Baseline 2.89 (1.03)     
Time 2 2.82 (1.07)  1.16 (151) -0.07 - 0.04;   0.18 0.246 
Satisfaction      
Baseline 2.92 (1.12)     
Time 2 2.83 (1.13)  1.25 (151) -0.08 - 0.04;   0.21 0.210 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
 
 
Table 5.30 Mean differences in Nursing staff MLQ scores  in the control group between 
baseline and Time two (paired t-test). 
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 Measures Mean (SD)* T-test (df) MD† (95% CI)‡ P-value§ 
Idealized Influence (Attributed)    
Baseline 2.83 (1.04)     
Time 2 2.71 (1.05)  1.42 (117) -0.08  - 0.04;   0.28 0.156 
Idealized Influence (Behaviour)     
Baseline 2.54 (1.12)     
Time 2 2.60 (0.96) -0.74 (117)  0.06  - 0.24;  0.11 0.460 
Inspiration Motivation      
Baseline 2.81 (1.03)     
Time 2 2.65 (1.01) 1.68 (116) -0.16 - 0.02;   0.33 0.094 
Intellectual Stimulation      
Baseline 2.47 (1.06)     
Time 2 2.47 (1.01) 0.00 (116)  0.00 - 0.17;  0.17 0.994 
Individualised Consideration     
Baseline 2.38 (1.15)     
Time 2 2.38 (1.09) 0.00 (116)  0.00 - 0.18;   0.18 0.997 
Contingent Reward      
Baseline 2.54 (1.09)     
Time 2 2.47 (1.03) 0.84 (117) -0.07 - 0.09;   0.24 0.402 
Management by Exception 
Active 
   
Baseline 2.09 (1.03)     
Time 2 1.83 (1.01)  2.98 (109) -0.26   0.08;  0.43 0.004 
Management by Exception 
Passive 
   
Baseline 0.79 (0.93)     
Time 2 0.87 (0.94)  -1.04 (116) 0.11 - 0.24;  0.07 0.297 
Laissez-faire      
Baseline 0.64 (0.88)     
Time 2 0.70 (0.90) -0.92 (116)  0.06 - 0.19;  0.06 0.357 
Extra Effort      
Baseline 2.37 (1.12)     
Time 2 2.39 (1.10)  -0.28 (117)  0.02 - 0.22;  0.18 0.835 
Effectiveness      
Baseline 2.92 (0.99)     
Time 2 2.79 (1.06)  1.53 (117) -0.13 - 0.03;  0.30 0.127 
Satisfaction      
Baseline 2.91 (1.17)     
Time 2 2.74 (1.22)  1.80 (115) -0.17 - 0.01;   0.35 0.074 
 
* Mean (standard deviation)95% Confidence intervals 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
 
 
5.9 Conclusion 
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 In summary, this chapter presented the results of the RCT that tested the effects of the 
LDP on nurse unit managers’ and NS’ job satisfaction scores, and its effects on nurse unit 
managers’ leader behaviour scores as self rated and as rated by the NS who reported to them. 
Statistically significant findings were addressed under each research question. 
 
A number of significant findings were established in relation to the LDP effects on 
nurse unit managers’ job satisfaction scores when scores were compared between the 
intervention and the control groups. Significant findings were also found, over time in nurse 
unit managers’ self-reported leader behaviour scores at both times one and two. Also 
significant job satisfaction findings were found, over time at time two, in nursing staff in the 
intervention group. At time two there were no significant changes in nursing staff’s job 
satisfaction scores in the control group. However, no significant support was found that the 
LDP increased nurse unit managers’ leader behaviour scores between the intervention and 
control group at times one and two. Nor were there significant increases in NS’s job 
satisfaction when the intervention and control group scores were compared. The NS’s rating 
of nurse unit managers’ leader behaviour scores between groups and over time, when 
coupled with their increases in job satisfaction scores over time, at time two, identified a 
number of interesting results. 
 
This chapter reported the results on the eight tested hypotheses. Significant findings 
and interpretations of the complex relationship between leadership and job satisfaction will 
be discussed in the next chapter, Chapter 6. 
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Figure 5.12 
CONSORT diagram showing the flow of participants through each stage of a randomized trial.  
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Chapter 6 
Discussion 
 
6.1 Introduction 
This chapter discusses the results related to the aims of the study and examines the 
significant findings in light of the existing literature. The objectives of the study were to 
improve nurse unit managers’ job satisfaction and to enhance nurse unit managers’  leader 
behaviours. The effectiveness of the LDP in improving nurse unit managers’ job satisfaction, 
their leader behaviours and job satisfaction in the nursing staff who reported to them was 
tested using the rigorous research methodology of a RCT. The study had three phases: a 
developmental phase, an implementation phase and an evaluation phase. The study’s results 
are discussed in a sequential order addressing the research questions and hypotheses. First, 
the results will be discussed that relate to the four research questions and hypotheses 
regarding the nurse unit managers’  job satisfaction and leader behaviour scores, and then the 
findings will be discussed that address the four research questions and hypotheses related to 
the NS’s job satisfaction and leader behaviour scores.  
 
6.2 Discussion: nurse unit managers job satisfaction scores 
6.2.1 Nurse unit managers’ demographic and baseline data 
At study entry nurse unit managers in the intervention and control group were evenly 
matched with regard to their baseline characteristics of: number of nurses reporting to them, 
duration in current nurse unit manager role, duration of management experience, age, service 
type, unit type, education qualifications, number of leadership courses and gender. 
Additionally there were no significant differences between the intervention and control 
groups’ MJS and MLQ baseline scores. 
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6.2.2 An increase in NUMs’ job satisfaction scores 
At 3 and 6 month testing times, and over time, at both times one and two, the overall 
job satisfaction scores of nurse unit managers were significantly increased in the intervention 
group. The intervention also increased a number of job satisfaction sub-category measures in 
the nurse unit managers in the intervention group at times one and two. At time one these 
were: satisfaction with professional support and satisfaction with standard of care. At time 
two, these were: satisfaction with professional support, and satisfaction with training. The 
nurse unit manager in the intervention group, over time, at time one, demonstrated an 
increase in all job satisfaction sub-categories, except pay. At time two, over time, nurse unit 
managers demonstrated an increase in all job satisfaction sub-categories, including pay. In 
the nurse unit managers’ control group, over time at times one and two, there were no 
significant increases in any of the satisfaction sub-categories or in their overall satisfaction. 
 
These results demonstrate that the first and third research questions were answered in 
the affirmative.  There was a ‘difference in self reported job satisfaction scores between the 
group of nurse unit managers who participated in the LDP compared to the group who did 
not participate’; and ‘the self reported job satisfaction scores of the nurse unit managers 
changed over time following their participation in the LDP’; thereby confirming the first and 
third hypotheses of the study. 
  
6.3 The intervention: an integrated leadership development program  
No previous studies have used a RCT research design to test the effectiveness of a 
LDP on nurses’ job satisfaction. Only one previous study has evaluated the effects of a 
leadership development program on nurses’ work satisfaction. Wilson’s (2005) study, which 
used a pre-test and post-test design, without a comparison group, produced results that 
differed from the current study’s findings. Unlike this study’s results, Wilson’s (2005) 
participants did not demonstrate an increase in job satisfaction following their participation 
in the leadership development program. Participants did however show a significant increase 
in their intent to stay in their jobs. Wilson’s (2005) results are inconsistent with previous 
research which has identified a strong nexus between job satisfaction and intent to stay (Volk 
& Lucas, 1991; Irvine & Evans, 1995; Leveck & Jones, 1996; Boyle et al., 1999). This rather 
unexpected finding of a decrease in job satisfaction and an increase in intent to stay may be 
related to that study’s researcher’s decision to combine two tools: Index of Work Satisfaction 
(IWS) and the Anticipated Turnover Scale (ATS) into one questionnaire (Wilson, 2005). 
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Alternatively they may be related to the researcher’s suggestion that these unexpected 
findings could be viewed as either ‘unhappy attitude of nurses’ or it could be considered that 
the leadership program produced nurses who were more willing to think critically and 
thereby challenge their work environment (Wilson, 2005).  
 
A similar aspect of this study, which is consistent with all other studies that have 
reported results on leadership development programs, is the entire leadership development 
program was evaluated, not individual program components. To discuss the nurse unit 
managers’ job satisfaction outcomes it is therefore necessary to examine components of the 
entire program: its design, its content, its teaching strategies and its learning environment. 
By discussing the theoretical framework of the LDP possible reasons for the success of the 
intervention in increasing nurse unit manager job satisfaction will be suggested. The strength 
of the current study is that the entire LDP was evaluated using a RCT methodology to test its 
effectiveness in increasing nurse unit managers’ job satisfaction.  
 
6.3.1 Design of LDP 
The program’s design provided the framework for the development and 
implementation of the LDP. Due to the evidence-based nature of the program’s design it is 
suggested that this strong theoretical framework is likely to have contributed to the success 
of the intervention in significantly increasing nurse unit manager’s overall job satisfaction 
scores at 3 and 6 month testing times, and over time, at times one and two. It is also 
suggested that the significant increases in job satisfaction sub categories scores in the 
intervention group at  3 and 6 month testing times, and over time, at times one and two were 
similarly influenced by the evidence-based theoretical framework of the program. The LDP 
was constructed from summarised evidence found within the literature. A two component 
leadership model, which was developed from the evidence, provided the major subjects for 
the program’s content. These were the theoretical bases of the ten leadership practices 
summarised from the job satisfaction and leadership literature, and the three business 
competencies distilled from the front-line manager competency research. Further program 
content and the program’s teaching strategies were based on the evidence from the literature 
that examined leadership development programs. The integration of the content and the 
teaching strategies produced an innovative learning environment that facilitated nurse unit 
manager development. 
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The program’s design therefore ensured evidence was used in the program’s contents, 
its teaching strategies and its learning environment. This integrated approach to using 
evidence allowed program facilitators to teach the relevant theoretical bases of the leadership 
practices and business competencies in each session; and it allowed them to use the 
program’s teaching strategies as the medium through which they enacted the leadership 
practices associated with increasing nurses’ job satisfaction. A later systematic review of 
leadership styles identified that leadership studies rarely indicate how leadership should be 
enacted (Cummings, MacGregor, Davey, Lee, Wong, Lo, Muise & Stafford, 2010). Previous 
studies have lacked clear direction and sufficient information on how leadership can be 
enacted and taught. While the literature review identified ten major leadership practices 
associated with increased job satisfaction in nurses, little was documented in the literature on 
how these leadership practices are generated and which individual practices are the strongest 
predictors of nurses’ job satisfaction. Duffield, Roche, Blay & Stasa’s (2010) recent study 
which examined the impact of NUMs’ leadership characteristics on nursing staff’s 
satisfaction and retention concluded that even after examining the responses of 2488 nurses 
the particular aspects of the nurse unit managers’ leader behaviours that are most important 
in staff satisfaction still remained unaddressed.  
 
How effective leadership practices are taught was also absent in the literature that 
investigated leadership development programs. To deal with these gaps in the literature the 
program’s design combined current evidence to construct the LDP aimed at enhancing leader 
behaviours and job satisfaction in NUMs. Establishing a strong nexus between a program’s 
content and its teaching strategies had been previously identified as important. Although 
previous studies have not identified a link between the design of leadership development 
programs and job satisfaction, the design strategy of integrating program contents and 
teaching strategies was used in two leadership development programs that had success in 
increasing leader behaviours (Cunningham & Kitson, 2000: Tourangeau, 2000). In 
Cunningham & Kitson’s (2000) study, both self-reported and supervisor reported scores 
were increased in a number of leader behaviours in participants who completed the program. 
Although there were no increases in participants’ self reported leader behaviour scores in the 
other study, increases in participants’ leader behaviour scores were reported by peers and 
supervisors, following participants’ completion of the program (Tourangeau, 2000). 
Although both these studies tested the program’s leader behaviour outcomes using a pre-
test/post-test methodology, the aspect of the program design which established a strong 
nexus between content and teaching strategies, was adopted in this study to facilitate 
learning and it may have contributed to participants’ increases in job satisfaction scores. 
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The ten evidence-based leadership practices and three business competencies 
demonstrated to be effective in increasing nurses’ job satisfaction were embedded within the 
program’s content and teaching strategies. This occurred by aligning in each of the seven 
themed sessions, the theoretical bases of the ten leadership practices and the three business 
competencies, with a demonstration of the actual leadership practice or business 
competency. The eight innovative teaching strategies were selected because they could 
provide program participants with not only the theoretical bases of effective leadership 
practices, but they also offered participants the experience of these leadership practices first 
hand. The teaching strategies were used by facilitators as the medium through which they 
role modelled the leadership practices they were teaching. As a consequence of the 
program’s design the learning environment was built upon the ten effective leadership 
practices that were enacted by expert facilitators. Extensive evidence exists that identifies the 
positive association between the program’s leadership practices and nurses’ job satisfaction 
(Blegen, 1993; Irvine & Evans, 1995; Volk & Lucas, 1991; Boyle et al., 1999; Kramer & 
Schmalenber, 2003; Bartram et al., 2004; Goddard & Laschinger, 1997; Upenieks, 2003; 
Aiken et al., 2000; Larabee et al., 2003). It therefore appears likely that the program design 
which incorporated this evidence in each component of the program contributed to 
participants’ increases in job satisfaction scores. 
 
A clear articulation of the program’s aims, outcomes and how they would be achieved 
within the program was another important design strength. All seven themed sessions had 
specified learning objectives linked to the evidence-based leadership practices and business 
competencies. Each session was conducted using innovative teaching strategies in a designed 
learning environment suited to achieving the identified learning objectives. The program’s 
design specified that in each session the teaching strategies used would facilitate the transfer 
of leadership knowledge to leadership practice. This aspect of the program design, which 
integrated the program’s development and in its implementation was constructed from an 
amalgamation of components of previous leadership development programs. Previous 
leadership programs offered valuable instruction for the design of this study’s present 
program. Maguire et al (2004) and Duffield (2005) offered direction on innovative learning 
strategies, while Cunningham and Kitson (2000) and Connelly et al (2003) identified the 
importance of expert facilitators, and finally the importance of using scenario based 
exercises to effectively teach leadership practice was identified by five programs 
(Cunningham & Kitson, 2000; Tourangeau, 2003; Connelly, et al., 2003; Maguire et al., 
2004; Duffield, 2005). No previous program however had integrated all of these strategies 
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into the design of one program. Through this integrated design, with clearly identified 
learning objectives that were linked to evidence-based leadership practices and business 
competencies, the program was able to fulfil its main aim, which was to provide a learning 
environment in which participants could experience the positive effects of the leadership 
practices the facilitators enacted. Although previous studies did not link program design with 
program outcomes, seven leadership programs, from which one or more components of the 
current study’s design were taken, received positive verbal or written feedback from 
participants on their experience related to the programs (Cunningham & Kitson, 2000; 
Squires, 2001; Tourangeau, 2003; Connely et al., 2003; Flowers et al., 2004; Maguire et al., 
2004; Duffield, 2005). It is therefore possible that including these combined components of 
previous programs into this current study’s program design contributed positively to the 
nurse unit managers’ learning experience and may have played a part in their increased job 
satisfaction scores.  
 
6.3.2 Content of the LDP 
6.3.2.1 Leadership practices 
The program’s content was evidence-based, flowing from summaries of findings from 
an extensive literature review. These included: effective leadership practices, a cluster of 
front-line managers’ business competencies and leadership subjects taught in previous 
leadership development programs. The ten leadership practices included in the program’s 
content had a central focus on relationships with staff. The importance of relationally 
focused leadership was confirmed, in a later systematic review of 53 leadership studies 
(Cummings et al., 2010). The authors found that 24 studies which reported leadership styles 
that were relationally focused were associated with higher nurse job satisfaction. Eight of 
those 24 leadership studies were reviewed in the current study and the leadership practices 
identified as effective were included in this study’s program’s content (Garrett, 1991; 
Boumans and Landeweerd, 1993; Medley & Larochelle, 1995; Morrison et al., 1997; Boyle 
et al., 1999; McNeese-Smith, 1999; Bratt et al., 2000; Larrabee et al., 2003). Importantly, 
those studies within in the systematic review that focused on tasks were associated with 
lower job satisfaction (Cummings et al., 2010).  
 
The theoretical components of the ten effective leadership practices and the three 
business competencies taught within the program emphasised the leader’s relationship with 
members of their team. The subjects taught within the LDP therefore had a relationship 
focus. The enactment of leadership practices by the facilitators in the program sessions 
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clearly demonstrated the role relationships played within these leadership practices. It is 
therefore possible that the leadership practices with high relational focus that were taught, 
and experienced by participants in the program, contributed to the increase in job satisfaction 
scores of nurse unit managers in the intervention group. While the business competencies 
subjects appears to have a task focus, the program’s content, and how business competency 
content was taught clearly demonstrated the vital importance relationally focused leadership 
practices played in mastering these three business competencies.  
 
Another recent study which reviewed 17 studies that investigated factors associated 
with nurses’ job satisfaction supported the inclusion of nine of the leadership practices 
identified in this study’s ten leadership practices, as significant factors in nurses’ job 
satisfaction (Hayes, Bonner & Pryor, 2010). These were: visible, positive leadership, peer 
relationships and involvement in decision making (Cortese, 2007), empowerment (Wilson, 
Squires, Widger, Cranley & Tourangeau, 2008; Bjork, Sandal, Hansen, Torstad & Hamilton, 
2007), autonomy (Curtis, 2007; Zangaro & Johantgen, 2009; Morgan & Lynn, 2009), team 
work (Cortese, 2007; Bjork et al., 2007), respect and recognition of nursing work (Zurmehly, 
2008; Cortese, 2007), supervisor support (Zangaro & Johantgen, 2009), and workloads, 
scheduling and allocation of human resources (Wilson et al., 2007). These recent studies 
confirm the importance of including specific leadership practices in nursing leadership 
development programs as these nursing leadership practices positively influence nurses’ job 
satisfaction (Hayes, et al., 2010). The only factor not identified in Hayes et al’s., (2010) 
study was transformational leadership, however the association between transformational 
leadership’s and nurses’ job satisfaction was confirmed in another recent study (Faillia & 
Stichler, 2008). The quality of leadership and how it can be used to positively influence 
nurses’ job satisfaction was the core content of the LDP. 
 
A further possible reason that the contents of the program contributed to participants 
increase in job satisfaction was the approach taken to confirm the program’s contents 
through the use of evidence. To ensure the nurse unit managers had confidence that the 
leadership practices and business competencies being taught were useful in their everyday 
leadership practice; key subjects taught within the LDP were supported by relevant 
leadership and business competency literature. This literature was also given to participants 
in the control group to ensure this group remained aware of the importance of their role 
within the hospital, and it also provided those in the control group with useful literature to 
assist in their role. While previous studies have not identified the provision of research 
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literature as being associated with improved outcomes, a number of leadership programs 
have identified the importance of including relevant subjects which assist nurse unit 
managers to develop their leadership for their everyday practice (Cunningham & Kitson, 
2000; Squires, 2001; Tourangeau, 2003; Connelly et al., 2003; Maguire et al., 2004; 
Duffield, 2005; Wilson, 2005).  However, in line with these other studies, the provision of 
educational material alone is insufficient to change outcomes as demonstrated by the results 
in NUMs’ job satisfaction in the control group. 
 
The inclusion of subjects in leadership development programs, which provide 
appropriate preparation for nurse unit managers to handle their daily management challenges 
within an acute health care system, was further supported by a later study (Fennimore & 
Wolf, 2010). In Fennimore and Wolf’s (2010) study the researchers after conducting ‘a 
comprehensive review of contemporary and business literature’ identified multiple 
leadership and management competencies ‘essential for nurse managers’. Similar subjects 
were included in their study’s leadership program, which formed part of the current study’s 
program contents. These were: setting the vision, translating vision and strategy, leading 
staff, building effective teams, personal mastery, interpersonal skills, staffing and 
scheduling, financial management, human resource management, risk management, conflict 
resolution, and maintaining focus on patients (Fennimore & Wolf, 2010). Within the current 
study’s program, due to the need to ensure the theoretical bases of all ten leadership practices 
were included, further subjects formed part of this study’s program content. These subjects 
were: empowerment, participatory decision making, generating autonomy, supervisory 
support and recognising and valuing nursing work. It is possible that the program’s contents 
provided nurse unit managers with subjects that they considered valid in enhancing their 
daily leadership practice. This approach to the program’s contents may have increased 
participants’ confidence regarding their learning, and this may have contributed to their 
increased scores in job satisfaction.   
 
6.3.2.2  Foundational knowledge and skills 
Central to the program’s content and teaching strategies was the recognition that the 
effective leadership practices and business competencies taught within the program’s 
sessions were build upon a range of interpersonal knowledge and skills. The inclusion of 
interpersonal interactions into the program was based on the findings of studies reviewed, 
which consistently demonstrated the importance of these skills in improving nurses’ job 
satisfaction (Boyle et al., 1999; Garrett, 1991; Boumans and Landeweerd, 1993; Force, 
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2005). Further confirmation of their importance to nurses’ job satisfaction was given in the 
results of a later review of 17 studies, which examined factors contributing to nurse job 
satisfaction (Hayes, et al., 2010). Inter-personal factors were found to dominate nurses’ job 
satisfaction literature. The role of front line managers was therefore identified as a role that 
could not be underestimated in influencing inter-personal job satisfaction factors within 
nurses in their work environment (Hayes, et al., 2010). The relationally focused leadership 
practices taught within the current study’s program were predicated on participants learning 
core interpersonal knowledge and skills (Cummings et al., 2010). Good communication, 
interpersonal knowledge and skills, and personal mastery therefore formed the foundation 
subjects of the leadership practices and business competencies.  
 
An important step in the learning process was facilitating participants’ realisation that 
they needed to augment their previous learned clinical skills, which allowed them to deliver 
good patient care, with expertise in interpersonal skills and knowledge. The importance of 
delivering direct patient care and its association with job satisfaction was discussed in the 
LDP, and NUMs were supported to continue to deliver direct care owing to well document 
evidence of its link to increased satisfaction (McNeese-Smith, 1997: Hayes et al., 2010). 
However the program’s aim and focus was on enhancing leader behaviour and job 
satisfaction scores, and these outcomes were reliant upon the participants increasing their 
ability to use and appropriately combine core interpersonal skills and knowledge. The LDP 
therefore included the theory and practice of interpersonal knowledge and skills in all of the 
program’s sessions. 
 
Previous studies have identified that effective nurse leaders are visionary, that they 
provide opportunities for open discussion, consider the ideas of others and promote positive 
relationships between team members (Kleinman, 2004b; Volk & Lucas, 1991; Dunham-
Taylor & Klafehn, 1995; Leveck & Jones, 1996; McNeese-Smith, 1997; Boyle et al., 1999). 
All these relationally focused leader behaviours which increase job satisfaction are reliant 
upon the good interpersonal skills and knowledge that were demonstrated and taught within 
the LDP. Two later study’s results, confirmed the value of teaching interpersonal knowledge 
and skills subjects in the LDP intervention. The first study found that nurses who had nurse 
managers skilled in managing people had increased job satisfaction (Duffield, et al., 2010). 
The results of the second study which reviewed job satisfaction factors also identified those 
leaders who possess good interpersonal skills positively influence job satisfaction (Hayes et 
al’s., 2010).  
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Inclusion of these subjects into the program’s contents suggests a possible reason for 
this study’s findings. Due to the significant role that good interpersonal skills and knowledge 
plays within each of the leadership practices taught within the LDP, the participants had 
numerous opportunities to witness and practice these interpersonal skills and knowledge. 
The experiential approach taken to enhance participants’ acquisition of interpersonal 
knowledge and skills may have increased the participants’ job satisfaction scores because of 
this learning process. Within the learning process participants were not only able to practice 
and therefore develop interpersonal skills but they also experienced positive interpersonal 
skills through their interaction with the program’s facilitators. In numerous program sessions 
facilitators were the participants’ nurse leaders, thereby offering the NUMs first hand 
experience of relationally focussed leadership within the hospital. It is possible that both 
these aspects of the learning process related to interpersonal skills and knowledge positively 
impacted participants’ job satisfaction scores. 
 
6.3.2.3  Business competencies 
A recent study’s findings support the importance of including business competencies 
in the education of front-line managers (McCallin & Frankson, 2010). This study also 
supported organisations using their formal leadership structures to facilitate this specific 
managerial development (McCallin & Frankson, 2010). Developing business competencies, 
while reliant upon core communication and interpersonal knowledge and skills, also required 
participants to learn specific technical knowledge in the three discrete business areas.  
 
In relation to financial competencies, the program included technical knowledge on 
budget construction and budget monitoring, which explored the use of variance analyses. 
Previous studies on front-line nurse managers have identified the value of this group of staff 
being competent in the business area of financial management (Gould et al., 2001; Scoble & 
Russel, 2003; Kleinman, 2003; Anthony et al., 2005). Confirming the findings of these 
earlier studies was a later study which found that the role of the front-line manager changed 
when ‘business management and leadership models from the world of industry were 
introduced into health care organisations’ (Surakka, 2008). Further support for the inclusion 
of subjects to prepare NUMs for the business aspect of their role was identified in the later 
study by Fennimore & Wolf’s (2010), which examined a leadership development program.  
Financial and human resource subjects were included as part of that leadership program 
contents (Fennimore & Wolf, 2010). Within the current study’s LDP, sessions that addressed 
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the participants’ business competency developmental needs were co-facilitated by experts in 
finance, human resource and operational management. The financial sessions were practical 
sessions in which participants were given guidance to use the hospital’s financial 
information systems to build and monitor their ward budgets. These were interactive sessions 
between participants and hospital staff who were experts in financial management.  
 
The financial management sessions were designed to give immediate and ongoing 
learning opportunities to the nurse unit managers to increase their financial competency. 
Managing budgets has been identified in previous studies as an intrinsic part of the front-line 
managers’ role (Kleinman, 2004; Anthony et al., 2005). Increasing participants’ financial 
competency was therefore considered a necessary preparation to assist them in managing this 
aspect of their leadership role. The findings of a later study confirmed its importance when 
identifying that while front-line managers considered financial management important, they 
did not feel competent in this area (Omoike, Stratton, Brooks, Ohlson & Storfjell, 2011). The 
offer of further teaching support for financial training from the financial experts between 
program sessions, was taken up by numerous participants. The offer of time and financial 
expertise from hospital staff reinforced to the nurse unit managers the important role they 
play in managing the business units of hospitals. The financial sessions with ongoing support 
are likely to have increased the participants’ confidence in relation to this important nurse 
unit manager competency and this may have contributed to increases in their job satisfaction 
scores. 
 
A recent study which explored the role of the charge nurse manager’s role found that 
those charge nurses who were interviewed identified that when taking on the front-line 
manager role they quickly realised they did not have the human resource management skills 
needed to manage staff (McCallin & Frankson, 2010). Increasing participants’ competency 
in human resource management required program facilitators to teach participants a range of 
human resource management strategies. Within the LDP staffing and rostering matters were 
raised by participants as one of their major leadership challenges. In a recent study 
scheduling and allocation of staff resources were found to be linked to nurses’ job 
satisfaction, thereby supporting the teaching of this subject in the current study’s LDP 
(Wilston, et al., 2008). Within the current study’s LDP, there were two important foci when 
addressing these key human resource issues; learning the mechanical aspects of roster 
formations, and exploring how roster formations impact team functioning.  
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Effective rostering and relevant human resource management strategies were taught 
by expert nursing staff, enabling participants to develop improved expertise in this complex 
area within their leadership role. Another area raised by participants as relevant to their 
leadership role was managing difficult staff situations. The LDP’s sessions provided 
participants with opportunities to share challenging staff situations with peers and with 
expert facilitators. Teaching strategies used to increase participants’ competency in this 
business competency, were interactive learning exercises in the prophetical teaching 
exercises. The difficult staff situations were nominated by the participants in the LDP and 
these real life scenarios were given to the expert facilitators to role play. In these learning 
sessions participants first witnessed how competent leaders could use and combine good 
interpersonal skills to manage the difficult situations by giving constructive feedback and by 
setting goals for individual members of their team. Through using this teaching medium 
participants were also able to practice these newly acquired human resource strategies within 
a safe and supportive learning environment before having to enact them in their ward 
environments. It is likely that this learning approach increased participants’ sense of 
competence in this challenging leadership area, which may have positively influenced their 
job satisfaction scores. 
 
While good communication and interpersonal knowledge and skills were considered 
pivotal to this competency, development in this competency also required the program to 
include information on the relevant industrial relations legislation and on the hospital 
policies and guidelines. An increased knowledge of the relevant industrial relations 
legislation and hospital policies and guidelines, which the participants were operating within, 
may have increased their competency in human resource management and thereby their job 
satisfaction scores. The relevance of organisational policies and their association with 
nurses’ job satisfaction was identified in a later study (Hayes et al., 2010). Following 
established hospital procedures in relation to managing staff offered the participants a 
consistent and fair manner in which to deal with staff’s issues. Blegen (1993) meta-analytic 
study identified fairness as a factor associated with job satisfaction.  
 
Within the pre-program session, human resource management and dealing with 
challenging staff situations were the only subjects participants requested the LDP allocate 
more time to. To ensure the program met the needs of the participants extra time was 
allocated in the program to teaching human resource strategies to effectively deal with 
challenging staff situations. Meeting these needs of the participants may have decreased 
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participants’ stress in relation to addressing complex staff issues. Reducing stress has been 
identified in a number of studies as being associated with increases in job satisfaction 
(Blegen, 1993; Bartram et al., 2004; Zangaro & Soeken, 2007). Providing participants with 
learning opportunities that met their needs and which possibly increased their competency in 
the challenging area of human resource management may have contributed to increases in 
participants’ job satisfaction scores. 
 
One of the learning objectives of the program was to develop front-line managers to 
effectively manage their wards. The findings of a recent study confirmed the importance of 
one of the current study’s objective by identifying the need to include operational 
competency within the program’s content (Shirey, Ebright & McDaniel, 2008). The study 
identified the valid reason to include operational management related to front-line managers 
setting the tone of the work environment, which affects nurses’ job satisfaction and retention 
(Shirey, et al., 2008). To increase competency in operational management, the program 
included learning exercises to increase participants’ awareness of the factors that influence 
job satisfaction within a ward environment. The program’s aim was also to develop 
participants’ capability to be able to take appropriate action to address any ward environment 
factors that decrease nurses’ job satisfaction. The LDP therefore offered participants learning 
opportunities to increase their awareness of the factors that impact nursing staff’s job 
satisfaction, and strategies to deal with these in a more expert fashion. This importance of 
NUMs regularly reviewing factors that influence job satisfaction was a significant finding in 
a later study that reviewed nurses’ job satisfaction factors (Hayes et al., 2010). Duffield et 
al., (2010) later study also identified the pivotal role NUMs play in creating a positive work 
environment. Both studies’ findings thereby give support to the program’s inclusion of 
operational competency within the program’s content and its importance to increasing 
nurses’ job satisfaction (Hayes et al., 2010; Duffield et al, 2010).  
 
Assisting participants to develop operational management competency required them 
to learn the leadership practice of managing workloads. A NUM learning to manage his/her 
workloads was confirmed in a recent literature review finding as an important factor that 
influenced his/her job satisfaction (Lee & Cummings, 2008). Further confirmation for 
teaching this leadership practice was found in another study’s results, which identified the 
need for this skill was due to the increased span of control within the role of front-line 
managers, which had extended workloads for front-line managers and thereby had increased 
role confusion and role fatigue (Shirey et al., 2008). Teaching this leadership practice of 
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workload management therefore formed a major focus throughout the entire program. 
Learning to manage workloads required participants to apply the foundational skills and 
knowledge that make up personal mastery; time management, priority setting, strategic 
planning and goal attainment. As experts in ward clinical coordination, nurse unit managers 
are required to competently manage their own work loads, so they can effectively manage 
the workloads of each member of their nursing team. Ensuring appropriate workloads for 
nursing staff has been identified as being associated with nurses’ job satisfaction (McNeese-
Smith (1997; Aiken et al., 2000; Aiken et al., 2001; Aiken et al., 2002; Upenieks, 2003; 
Shader et al., 2001). It is however a complex leadership practice. A major part of mastering 
this leadership practice is understanding one’s leadership role so that appropriate planning 
and time management strategies are enacted each day. Within each session of the program 
facilitators assisted participants to increase their understanding of their leadership role within 
the hospital, and assisted them to develop important personal mastery skills to manage their 
leadership workload.  
 
The LDP therefore presented participants with numerous learning opportunities to 
develop competency in operational management. Part of the competency was generated 
through developing skills in financial and human resource management within the LDP. 
However learning how to manage complex leadership roles within busy acute clinical areas 
required participants to acquire developed skills in strategic planning, clear priority and goal 
setting, time management and the construction of measurable key performance indicators. 
These new areas of learning for participants taught them how to scan their ward 
environments and how to process the large volumes of information and activity that occurs 
daily within an acute care setting, while still remaining focused on their key leadership role. 
The teaching of this important leadership competency may have contributed to participants’ 
increased job satisfaction scores. 
 
6.3.3 Teaching strategies: Enacting leadership practices  
The theoretical bases of the ten leadership practices and three business competencies 
were part of the program’s content and the teaching strategies acted as the medium through 
which these practices and competencies were enacted within the program. While there is a 
paucity of instruction in the literature on how effective leadership practices are enacted and 
therefore how they can be taught, the literature consistently identifies the value of 
relationally focuses leadership practices (Cummings, et al., 2010). The literature also 
identifies the value of good interpersonal skills in front-line managers (Boumans and 
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Landeweerd, 1993; Morrison et al., 1997; Boyle et al., 1999; McNeese-Smith, 1999; Bratt et 
al., 2000; Larrabee et al., 2003; Force, 2005: Hayes et al., 2010; Duffield et al, 2010). The 
study used this evidence to develop a LDP in which relationally focused leadership practices 
were enacted by a leader/facilitator using teaching strategies, which demonstrated 
combinations of good interpersonal knowledge and skills. Facilitators combining 
interpersonal knowledge and skills in specific ways produced for the participants an 
opportunity to observe the leadership practices, and to experience the value of different 
leadership practices and competencies.  
 
Although no studies were identified that had tested the effects of a program, which 
included evidence-based leadership practices and business competencies on the job 
satisfaction of nurses, numerous studies using less rigorous research methodology have 
consistently identified an association between leader behaviours that focus on relationships 
and nurses’ job satisfaction. These studies have used correlation, non experimental or cross-
sectional designs (Garrett, 1991; Boyle et al., 1999; Boumans and Landeweerd, 1993; 
Dunahm-Taylor & Klafehn, 1995; Morrison et al., 1997; McNeese-Smith, 1999; Medley & 
Larochelle, 1995; Bratt et al., 2000). Due to the continued focus on relationship development 
that exists within the leadership practices, the program recognised that the teaching strategies 
used within the program would mean a degree of repetition and overlap would occur. This 
was because all the different leadership practices and business competencies are underpinned 
by a wide range of communication, personal mastery and interpersonal knowledge and skills. 
Enacting the leadership practices and competencies within the LDP required facilitators to 
use the full range of teaching strategies when they frequently demonstrated to participants 
how to use and combine different interpersonal knowledge and skills. 
  
Although Cummings et al’s (2010) extensive systematic review clearly identifies that 
leadership studies do not indicate how effective leader behaviours should be enacted, the 
authors concluded that their findings identify leaders who invest energy in relationships with 
nurses are likely to produce improved outcomes for nurses and patients. These later findings 
confirm the results of this study’s literature review that summarised the ten relationally 
focused leadership practices. The eight teaching strategies utilised within the program that 
were distilled from previous research focused on teaching participants how to invest energy 
in their relationships with staff. The teaching strategies used by the facilitators not only 
taught participants interpersonal skills and knowledge, but they were also used by facilitators 
to offer participants numerous opportunities to observe leaders combining these 
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interpersonal skills and knowledge to generate specific leadership practices and/or business 
competencies.  This teaching approach used the teaching strategies to translate theoretical 
leadership knowledge into leadership practice. 
 
The learning objective of each program session identified the leadership practices 
and/or business competencies that would be addressed in each of the program’s sessions. 
The method of teaching within the program allowed the ten leadership practices to be 
enacted and through this overarching teaching strategy the participants were immersed in the 
experiential learning of the ten leadership practices and three business competencies. 
Extensive research, including the results of the later systematic review on leadership 
established the strong association between the ten leadership practices taught in the program 
and nurses’ job satisfaction (Volk & Lucas, 1991; Blegen, 1993; Fletcher, 2001; Upenieks, 
2003; Leveck & Jones, 1996; Boyle et al., 1999; Aiken et al., 2002; Bartram et al., 2004; 
Dunham-Taylor & Klafehn, 1995; McNeese-Smith, 1999; Medley & Larochelle, 1995; Bratt 
et al., 2000; Sellgren, 2007; Cummings et al., 2010). It is therefore possible to suggest that 
the increases in participants’ job satisfaction scores may be related to participants 
experiencing the leadership practices through facilitators utilising the LDP’s teaching 
strategies. 
 
6.3.4 Learning environment 
The different teaching strategies generated a safe but challenging learning 
environment for participants within the leadership program. The contents of the program also 
offered a similar balance between supporting and challenging participants; as enacting the 
ten leadership practice and three business competencies required facilitators to get the right 
balance between support and challenge. McNeese-Smith (1997) found the nursing staff she 
interviewed favoured leaders who acted in a supportive manner but one that offered 
developmental opportunities to them. Within each session of the LDP participants were 
provided with repeated opportunities, in a safe learning environment, to assess their current 
leadership and to practice new ways of leading, thus preparing them for their real life 
leadership roles. Due to the supportive supervisory relationships that were generated within 
the program participants were able to take on some of the more challenging aspects of 
leadership development, such as the use of critical thinking in self assessing one’s own 
leadership. Using critical thinking as a learning tool was identified in a number of previous 
leadership programs (Cunningham & Kitson, 2000; Squires, 2001; Tourangeau, 2003; 
Connelly et al., 2003; Maguire et al., 2004; Duffield, 2005; Wilson, 2005). This link between 
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critical thinking and educational preparation was again highlighted in a later study by 
Zurmehly (2009), who identified it as having and important role in nurses’ job satisfaction.  
 
Interesting and innovative teaching strategies were used in the LDP to generate this 
supportive but developmental learning environment. Personality profiling was achieved 
through using the ‘bird profiling approach’ to allow participants to explore their strengths 
and developmental areas in a non threatening manner. The ‘bird profiling’ questionnaire 
clusters the positive aspects of the leader’s profile and developmental needs under different 
birds: eagle, dove, owl and peacock. This approach to self assessment gave participants a 
sense of confidence regarding what they do well, while at the same time encouraging them to 
explore how they would develop their other leadership areas. Another important learning 
from this exercise was participants learnt to use this self knowledge to ensure they included 
and utilised staff with complementary strengths within their own nursing teams.  
 
The leadership practice of supervisory support also operated throughout the entire 
LDP. The use of collaborative partnership learning, which was identified in Magurie et al’s., 
(2004) study as being pivotal in teaching leadership was used in the LDP and provided 
participants opportunities to share their leadership challenges. Within the prophetical 
teaching medium participants were given learning exercises that stretched their 
developmental level; however this was done within a highly supportive learning 
environment. Cameron-Buccheri and Ogier (1994) in their review of twenty years of 
literature from the USA and UK regarding supportive supervision offer a good 
understanding of why the leadership practice of supportive supervision is important to 
nurses’ job satisfaction. They argued that a supportive supervisor ‘remains constant and 
crucial’ to nurses in their work environment. They found that a ‘supportive supervisor 
demonstrates the value of nurses as individuals, recognizes their worth, shares important 
information with them and assists them to have input into organisational decision making” 
(Cameron-Buccheri & Ogier, 1994). In a later study (Schmalenberg & Kramer, 2009) 
identified supervisor support as one of the eight essentials of a healthy work environment 
and thereby a factor that promotes nurses’ job satisfaction. They argued that for supervisory 
support to be effective supervisors must know and enact the behaviours that convey support 
(Schmalenberg & Kramer, 2009). 
 
 Within the LDP facilitators enacted the tenets of supervisory support by responding to 
individual participants’ strengths and developmental needs. Information was fully shared 
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about learning processes thus allowing participants to have informed input regarding their 
decision to be involved in different aspects of the learning processes. This type of learning 
environment was demonstrated in relation to participants’ involvement in the prophetical 
teaching sessions. Participants could choose to either be involved by discussing his/her 
leadership challenges or by being part of the role play that acted out the real life based 
scenario. Facilitators responded constructively by respecting the participant’s level of 
involvement into these learning exercises. The type of learning environment that offered 
learning challenges and intense support may have contributed to participants’ increased job 
satisfaction scores. 
 
6.4 Nurse unit managers’ leader behaviour outcomes 
6.4.1  Between group differences 
A secondary purpose of the study was to assess the effects of the intervention on the 
leader behaviour scores of nurse unit managers. By three months after the intervention there 
were no significant differences between groups in:  the five TFL categories, three TRL 
categories, and in the non-transaction category of laissez-faire. There was in the intervention 
group however, a significant increase in the leadership outcome scores, leadership 
effectiveness (LE). This difference was not sustained when items were measured at 6-months 
in the intervention group.  
 
6.4.2  Within group differences 
At time one, in the intervention group there were significant increases in four TFL 
scores from baseline scores and also a significant increase in the positive TRL score of 
contingent reward (CR). Significant increases from baseline scores in the three leadership 
outcome scores were also present. At time one; there were no significant differences from 
baseline scores in any of leader behaviour scores in the control group. At time two, in the 
intervention group the same four TFL and one TRL leader behaviours demonstrated a 
significance increase from baseline scores; however the only leadership outcome score to 
maintain a significant increase was leadership effectiveness (LE). The significant increases 
in the other two leader behaviour outcomes scores were not maintained at this time in the 
intervention group. At time two compared with baseline scores participants in the control 
group demonstrated a significant increase in one TFL leader behaviour score, and in the  
leadership outcome score of extra effort (LEE) also demonstrated a significant increase. 
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6.4.3 Leadership programs and leadership changes 
These results demonstrate a lack of confirmation for the study’s fifth research 
question. The only ‘difference in self reported leadership behaviour scores between the 
group of nurse unit managers who participated in the LDP compared to the group who did 
not participate’ was limited to an increase in one leadership outcome score, LE at time one. 
Therefore the fifth hypothesis of the study was not confirmed.  
 
No previous studies have used rigorous research methodology to test the effects of a 
leadership program on the leader behaviours of front-line managers. There was however in 
the current study greater confirmation for research question seven: ‘Is there is a difference in 
self reported leader behaviour scores, over time of nurse unit managers who participated in 
the LDP’. With a significant increase in the intervention group of four TFL and one TRL 
leader behaviour scores, at both times one and two: plus the fact that there were at time one 
significant increases in the three leadership outcome scores, one of which (LE) was 
maintained at time two, demonstrates a degree of support for the seventh hypothesis of the 
study:  ‘nurse unit managers who participate in the LDP will demonstrate increased leader 
behaviour scores over time’. This following section will discuss these statistically significant 
findings by offering possible explanations for the outcomes. The discussion will first address 
the significant increases in leader behaviour over time. Possible reasons for the lack of 
significant changes between groups will then be discussed.  
 
A number of previous studies have used a pre-test/post-test design to evaluate leader 
behaviour changes following participation in a leadership development program and these 
have produced varying results. Cunningham and Kitson’s (2000) study’s results demonstrate 
more consistency with the current study’s results, however in the current study there were 
more increases in participant’s self reported leader behaviour scores than in that previous 
study. Participants in Cunningham and Kitson’s (2000) study when using the MLQ 
questionnaire, self reported significant increases in only one TFL leader behaviour score and 
in one TRL leader behaviour score and two of the leader behaviour outcome scores after 
participation in the Clinical Leadership Development Program. In that study, the 
questionnaire was also completed by colleagues who worked with the leaders participating in 
the program. The findings of the current study are not consistent with the ‘followers’ 
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findings in this previous study (Cunningham & Kitson, 2000). In the previous study 
‘followers’ identified significant increases in the leader’s scores, in three TFL leader 
behaviours and in two leader behaviour outcome scores, LEE and LE (Cunningham & 
Kitson, 2000). Nursing staff in the current study did not report increases in NUM leader 
behaviour scores over time. Unlike the current study, in Cunningham and Kitson’s (2000) 
study, nursing staff who reported to the nurse unit managers had a level of participant in the 
program.  
  
Tourangeau’s (2003) study produced different results from the current study and from 
Cunningham and Kitson, (2000) study. Three months after the program, participants using 
Kouzes and Posner’s Leadership Practice Inventory (LPI) self-reported that there were no 
significant changes in leadership practices from their base-line assessment. Supervisors 
reported significant increases in two of the LPI’s leadership practices and peers reported 
significant increases in all five of the leader’s LPI leadership practices. In the current study 
supervisors or peers did not complete questionnaires.  Similar findings to Tourangeau (2003) 
study but differing from the current study’s results were those reported in Collins and 
Holton’s (2004) meta-analysis of leadership development programs from 1982 - 2001. In 
relation to those previous studies’ findings, which demonstrated no increase in self-reported 
leader behaviour scores, but increases in peers or supervisor reports, it has been suggested 
that the variance between followers and leaders or between peers, supervisors and leaders is 
that individual leaders may have a tendency to evaluate themselves more critically (MacPhee 
& Bouthillette, 2008). The findings of those studies are not consistent with the current 
study’s findings in which the participants self reported increases in numerous leader 
behaviour scores at both times one and two.  
 
Two later studies have identified similar results to the current study in relation to self 
reports of increases in positive leader behaviour scores following their participation in 
leadership programs (Duygulu & Kublay, 2010; Martin, McCormack, Fitzsimons & Spirig, 
2012). In one of these studies the findings were similar to this study’s results in relation to 
sustained change over time with increases in the two significant leader practices, measured 
by using the LPI sustained at the 6-month follow up data (Martin et al., 2012).  
 
In this study the increases in leader behaviour scores over time at time one, when 
compared to the control group’s results, offer some support for the LDP effectiveness in 
increasing self reported leader behaviour scores. The control group showed no increase in 
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self reported leader behaviour scores over time, at time one. The results in the intervention 
group at time one of an increase in four TFL, two TRL leader behaviours and the three 
leadership outcome scores is encouraging of the provision of this type of leadership 
development program to nurse unit managers, to improve their self perception as effective 
leaders. The paradigm shift that has taken place in health service management over the last 
two decades demands a change in nursing leadership and therefore a change in leadership 
development. A number of studies have identified that nurses who are clinical experts are the 
ones who are appointed to front-line manager roles (Moran, et al., 2002; McCallin & 
Frankson, 2010). This approach of not preparing senior nurses to pivotal nursing leadership 
positions continues to be documented (Douglas, 2008). It is therefore possible to suggest that 
the participants who occupied key nursing leadership position within the hospital felt that the 
preparation they received in the LDP increased their self-perception as effective leaders at 
time one, over time and therefore there was an increase in their leader behaviour scores. In 
this respect the current study extends earlier studies by highlighting the role of a LDP in 
increasing leader behaviour scores, in a study that includes a control group. 
 
The results, at time two demonstrate three things. First, the participants in the program 
continued to perceive that they had significantly increased their leader behaviour scores in 
four TFL and two TRL behaviour scores, even though it was three months since they were 
part of a leadership development learning environment. Second, the results which 
demonstrated that two of the leadership outcome scores were not maintained once the nurse 
unit managers were not in that learning environment suggests that participants may have 
benefited from the supervisory support offered during the program. The supervisory support 
provided to them within the LDP’s learning environment encouraged them to practice their 
newly acquired leadership practices and when this supervisory support was not present it 
may have reduced their sense of confidence to lead in that manner.  
 
The scope of the role for front-line managers is wide-ranging. Although participants 
had a variety of leadership experience prior to undertaking the program all participants had 
been appointed to the role due to their advanced clinical expertise. Within the nurse unit 
manager role, to be successful they needed to become ward environment scanners, who 
could identify and manage a vast array of factors that produce positive outcomes for both 
patients, and for the clinical staff who deliver care. The role also demands that they be expert 
in strategic planning, human resource and financial management, and act as a quality 
consultant, while remaining a clinical expert that staff continuously consult. During their 
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participation in the LDP these challenges were discussed regularly and the complexity of 
their role was shared with peers and advice and support was given to them by senior nursing 
leaders. It is possible that returning to the ward environment in which they were expected to 
manage continuous information and activity due to the constant demands of staff and 
patients’ needs may have reduced their sense of confidence regarding their new leadership 
practices. Nevertheless even within the changed context participants maintained a number of 
positive changes at time two: increases in four TFL leader behaviours, one TRL leader 
behaviour and one leader outcome score LE, supporting the value of the program in 
increasing nurse unit managers’ leader behaviour scores over time. Interestingly, at time two, 
over time, when participants were rating increases in their leader behaviours: four TFL 
leader behaviours, one TRL leader behaviour and one leader behaviour outcome score (LE), 
they were also rating increased scores in all job satisfaction sub-categories and in overall job 
satisfaction. Participants at this time even rated a significant increase in satisfaction with 
their pay compared to their baseline scores, which was not present at time one, over time. 
Increased confidence associated with perceived increases in effective leader behaviours, 
even when not participating in the LDP, may have had a positive effect on the participants’ 
job satisfaction scores.  
 
The third point related to these findings is that over time, by time two, the leader 
behaviours in the control group had improved in one TFL behaviour score, idealised 
influence: attribute (IA), and in one leadership outcome score of extra effort (LEE). This 
later result in the control group may have been as a consequence of receiving the same 
research literature that was used in the LDP. This leadership material clearly identified to 
those in the control group, as it did to those in the intervention group, that nurse unit 
manager leadership was important. This may have been a possible reason for increases in 
their self reported leader behaviour scores in the control group, over time at time two. The 
leadership outcome score of extra effort (LEE) refers to nurse unit managers’ having the 
ability to influence followers in achieving their potential above and beyond usual results. 
This outcome perhaps supports the supposition that those in the control group through 
receiving relevant leadership literature perceived their leadership role as an important one 
(Casida & Parker, 2011). 
 
6.4.4 Discussion: leader behaviour scores between groups 
While leadership and leadership development is a phenomena that has been explored 
extensively, how leader behaviours are changed is an area that has had little rigorous 
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research. The previous findings that have been discussed however provide evidence that the 
LDP had a more influential effect on leader behaviour scores over time within the 
intervention group then between NUM groups. The hypothesis related to changes between 
groups was not supported. Clearly the effect of the LDP on leader behaviour scores is a topic 
that warrants further consideration in future research. In the main research examining 
leadership and leadership development has been informed by descriptive correlational, 
comparative designs, which do not allow causality interpretations. Leadership development 
is an ongoing, interactive process that occurs at an internal level, but it can be facilitated by 
external factors. The LDP was considered to be an external integrated approach implemented 
to facilitate the leadership development of nurse unit managers. While the primary purpose 
of the study was to test the effectiveness of the LDP on nurse unit managers’ job satisfaction, 
the study also assessed leaders’ behaviour changes in the participants. The reason for this 
was based on the concept that if the leadership practices and business competencies taught 
by senior nurses and other expert facilitators in the LDP could improve nurse unit managers’ 
job satisfaction, then if the nurse unit managers could adequately learn the leadership 
practices and business competencies taught in the LDP, they could increase the job 
satisfaction of their nursing teams.  
 
Allio (2005) argues that men and women become leaders by practice, ‘by performing 
deliberate acts of leadership’. The LDP provided numerous opportunities for participants to 
perform the ten leadership practices and three business competencies that were taught within 
the program over the twelve week period. Leadership theory and new paradigms of leading 
were interwoven throughout the entire program. The program’s design however sought to 
move participants beyond a simple cognitive experience by immersing them experientially in 
the effective leadership practices taught within the LDP. The objective of this approach was 
to facilitate changes in the behaviours, as learning to lead entails learning to behave 
differently, not simply thinking differently (Allio, 2005).  
 
One explanation for the lack of a difference in leader behaviour scores at three and six 
months between groups is that the teaching approach used in the LDP was not successful in 
sufficiently changing leader behaviours in the program’s participants. Despite no between 
group differences, there were within group improvements from baseline scores in the 
intervention group. During the LDP 12 week time frame participants possibly experienced a 
heightened awareness of the leadership behavioural patterns of other expert leaders who 
facilitated the program sessions. This may have contributed to their own increase in leader 
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behaviour scores when compared to their base-line leader behaviour scores. While 
heightened awareness is an important and necessary step required for behavioural change, 
mastery of leadership practices entails experimentation and learning, followed by repeated 
and dedicated practice (Allio, 2005). However, it is more likely that the expectation that 
leadership behaviours would change significantly between groups over a twelve week period 
may have been too high an expectation. Trial and error is a key element of successful 
leadership. During the twelve week period of the program although participants were given 
continuous support to practice their new leadership skills, which was accompanied by 
intense leadership support within program sessions and in between program sessions, the 
program’s time period to learn new ways of leading was perhaps not sufficient.  
 
Cunningham and Kitson’s (2000) study that investigated an 18 month leadership 
program did not report results that demonstrated greater improvement in leader behaviour 
scores than in the current study’s results. The current study however used an evidence-based 
approach to construct and implement the leadership development program and it used the 
NUMs’ hospital nurse leaders to facilitate leadership development. These two factors may be 
responsible for the findings of the current study which demonstrated improved leader 
behaviours scores compared to Cunningham and Kitson’s (2000) study. In light of the 
findings of the current study further research should be undertaken to assess the effects of 
this evidence-based LDP over a more substantial time frame to determine the longer term 
effects of the LDP on front-line managers’ leader behaviour scores. The sample size of the 
NUM groups was small and an increased sample size may have produced different results. 
Tests of statistical significance are designed to account for sample sizes. A study which 
compares two groups with small sample sizes (e.g. 10 participants) will have to demonstrate 
a much greater difference between groups than a study with large numbers (e.g. 1000 
participants) in each group (Fox, Hunn & Mathers, 2009). The NUM groups had a sample 
size of 19 and 20 participants. 
 
The significantly increased leadership outcome score in Leadership effectiveness (LE) 
at time one, offers some support for the value of the teaching approach used in the LDP, as 
increased scores of LE are consider as being positively related to the nurse unit managers’ 
ability to work with nursing staff in a satisfying way, through creating and maintaining a 
positive work environment (Casida & Parker, 2011). The main purpose of the LDP was to 
increase job satisfaction. Nevertheless in the current study the LDP was unable to 
demonstrate changes in leader behaviours between the NUM groups. Exploring nursing 
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staff’s reports of leader behaviour scores may offer direction for future research in relation to 
how leader behaviour scores can be significantly increased. 
 
6.5 Nursing staff’s outcome scores 
6.5.1 Nursing staff base-line characteristics and MJS and MLQ scores 
There were no significant differences between the nursing staff in the intervention and 
control groups in relation to: service lines, unit type, employment status and gender. There 
were however significant differences between the groups in, duration in the work unit, 
classification and in education qualifications. Nursing staff in the intervention group had 
worked in their unit for a longer period than those in the control group. There were more 
registered nurses in the intervention group and fewer nurses in this group held a diploma in 
nursing, but more had completed a graduate certificate. The significant differences in 
baseline characteristics and the possible effects they may have had on the study’s outcomes 
will be discussed. At study entry there were no significant differences in nursing staff’s 
baseline MJS scores or MLQ scores. 
 
6.5.2 Nursing staff job satisfaction outcomes 
This study also assessed the indirect effects of the LDP by evaluating the job 
satisfaction of nursing staff who reported to the nurse unit managers who participated in the 
LDP, and assessed the nursing staff’s perception of their nurse unit managers’ leader 
behaviour scores. The LDP intervention did not increase the job satisfaction between nursing 
staff groups. However, compared to baseline scores, by 3-months, there were two significant 
findings; increased satisfaction with training in the intervention group and an increase in 
satisfaction with workloads in the control group. By 6-months, the significant findings were 
in the intervention group. These were; a significant increase in satisfaction with training, 
workloads and in overall job satisfaction. At 6-months, in the control group there were no 
significant increases in any job satisfaction scores. The second research question: ‘Is there a 
difference between the self reported job satisfaction scores of the nursing staff whose nurse 
unit managers participated in the LDP, compared to those nursing staff whose nurse unit 
manager did not participate?’ was therefore answered in the negative, and the study’s second 
hypothesis was not confirmed: nursing staff, whose nurse unit manager participates in the 
LDP, will report higher levels of job satisfaction compared to those nursing staff whose 
nurse unit manager did not  participate. The study’s fourth question received support: ‘Do 
the self reported job satisfaction scores of the nursing staff change over time, following their 
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nurse unit managers’ participation in the LDP?’ These results confirm the study’s fourth 
hypothesis: ‘Nursing staff whose nurse unit manager participates in the LDP will report 
increased job satisfaction scores over time. 
6.5.3 Nursing staff leader behaviour outcomes 
Nursing staff’s perceptions of nurse unit managers’ leader behaviour scores were also 
evaluated. At time one; the only significant increase was in the control group’s leader 
behaviour outcome score, extra effort (LEE). At time two there were no significant 
differences in the leader behaviour scores. Question six of the study is therefore answered in 
the negative: ‘Is there a difference between the nursing staff’s score of their nurse unit 
manager’s leader behaviours, following the nurse unit manager’s participation in the LPD, 
compared to the scores of nursing staff whose nurse unit manager did not participate in the 
LDP?’ There was no support for the sixth hypothesis of the study: Nursing staff whose nurse 
unit manager participates in the LDP will report an increase in nurse unit managers’ leader 
behaviours compared to those nursing staff whose manager did not participate. 
 
Significant findings in the intervention group were decreases in two of the nurse unit 
managers’ TFL leader behaviours and in two leadership outcome scores over time, at time 
one. At this time in the control group there was a significant decrease in one of the nurse unit 
managers’ TRL leader behaviours, management-by-exception (MBE) active. At time two, 
over time, this result remained significant in the control group. At time two over time 
significant findings in the intervention group were the TFL leader behaviour, (IB) remained 
significantly decreased and there was a significant increase in the non-transactional 
behaviour, laissez-faire.  
 
These results clearly identify that the study’s eighth question was answered in the 
affirmative: ‘Do nursing staff score their nurse unit managers leader behaviours differently, 
over time, following the nurse unit manager’s participation in the LPD? Nursing staff did 
score their nurse unit managers differently over time following the nurse unit managers’ 
participation in the LDP; however the differences were in the negative. These outcomes do 
not support the study’s eighth hypothesis: Nursing staff whose nurse unit manager 
participates in the LDP will report increased nurse unit manager leader behaviour scores over 
time.  
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6.5.4 Job satisfaction and leader behaviour scores 
Due to the significant decrease in a number of leader behaviour scores and this 
outcome’s possible association with the nursing staff’s job satisfaction scores, both the 
nursing staff’s job satisfaction and leader behaviour scores will be discussed together. 
Studies investigating the impact of nurse unit managers’ clinical leadership development on 
nursing staff are scarce. The interactive nature of clinical leadership development was 
identified in a recent study’s results (Dierckx de Casterle, Willemse, Verschueren & Milisen, 
2008). The results showed that simple participation in a clinical leadership program was 
insufficient for developing leadership on the ward (Dierckx de Casterle et al., 2008). Despite 
the leadership development program in that study promoting positive directions in the ward 
it was identified as ‘not an easy process’ but one that required thorough preparation and 
continuous effort, with both the clinical leader and members of the team needing to adjust to 
the new leadership style (Dierckx de Casterle et al., 2008). Some nursing staff in that study 
identified that as the clinical leader changed his/her leader behaviours such as increasing 
delegation and communicating more directly with them, the leader was perceived as being 
more distant from staff (Dierckx de Casterle et al., 2008).  
 
The current study’s results appear consistent with those findings regarding nursing 
staff’s perceptions of changes in leader behaviours following their participation in the LDP. 
Clearly the effect of the LDP on nursing staff’s perceptions of changing leader behaviours 
requires further research. Within the intervention group there was an increased number of 
registered nursing staff compared to the number in the control group. The control group had 
a higher number of unlicensed nursing staff. The LDP’s major objectives were to increase 
the effectiveness of nurse unit manager’s leadership so that they felt more satisfied within 
their roles, and that they were more able to empower nursing staff and thereby positively 
impact their job satisfaction. Morrison et al’s (1997) study identified that licensed staff had 
greater empowerment needs than the unlicensed group in that study. It is possible that the 
leadership practices taught in the LDP may have enabled NUMs to empower NS in the 
intervention group and this may have lead to the increase in job satisfaction over time, at 
time two. Nevertheless any change in leadership practices in NUMs may require more 
detailed and interactive communication between the NUM participating in leadership 
development program and the NS s/he works with. Future research needs to give 
consideration to leadership development as an ongoing interactive process between clinical 
leaders and their nursing staff.   
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The nursing staff’s job satisfaction and leader behaviour scores provide evidence on 
the complexity of a clinical nurse leader participating in a leadership development program. 
Over time, at time two, nursing staff whose nurse unit manager was in the intervention group 
demonstrated a significant increase in satisfaction with their training, their workloads and 
their overall satisfaction. However, their leader behaviour scores over time demonstrated a 
perception that they were working with clinical leaders who had changed their leader 
behaviours in ways that were not positively perceived by nursing staff. They were rating 
these leaders lower in Leader effectiveness (LE) and Leader satisfaction (LS). Over time, at 
time two, when reporting an increase in overall job satisfaction scores the NS continued to 
rate their nurse unit managers lower in a TFL leader behaviour, and rated their leaders as 
increasing in the non-transaction behaviour, laissez-faire. The only change in the control 
group over time at both time one and time two, was that nursing staff rated their nurse unit 
managers as having lower scores in (MBE) active. The lower score in this TRL leader score 
has previously been identified in two studies as being a positive leadership practice change 
(Morrison et al., 1997; Kleinman, 2004). Nursing staff’s scores in the control group therefore 
do not reflect major changes in their perception of their nurse unit managers’ leader 
behaviours, with only this one positive change being rated. It is therefore possible to suggest 
that there was more change in the nurse unit managers’ leadership practices in the 
intervention group, however the changes were not perceived as positive and the extent of the 
change may not have been fully understood by the NS. It is also possible that offering the 
leadership literature only to the nurse unit managers in the control group may have 
influenced this one positive change in the TRL behaviour score. 
 
 Within the study nursing staff working with the nurse unit managers, who were 
randomised to the intervention or control groups, received no information regarding the 
contents or the aims of the LDP. The only information the nursing staff received related to 
the questionnaires and timing of their responses, thereby providing limited contact with the 
researcher or the research assistant. In the intervention group, the nursing staff’s leader 
behaviour scores suggest that nursing staff did perceive a change in the nurse unit managers’ 
leadership; albeit that this was not perceived to be a positive one.  Currently little is known 
about the relationship between nursing leadership development and nursing outcomes (Wong 
& Cummings, 2007). While the evidence is extensive in identifying the positive association 
between effective leadership and job satisfaction (Volk & Lucas, 1991; Dunham-Taylor & 
Klafehn, 1995; Medley & Larochelle, 1995, Morrison et al., 1997, Havens & Aiken, 1999; 
Aiken et al., 2001; Fletcher, 2000; Upenieks, 2003; Kleinman, 2004; McGuire & Kennerly, 
2006; Rosenberg et al., 2007), currently little research has examined the effects of leadership 
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development programs on nursing staff. The current study’s nursing staff results appear to 
suggest that for leadership development programs to be effective in positively changing 
leader behaviour scores from a nursing staff’s perception, more consideration needs to be 
given to the nursing staff who are dealing with the changes. Nursing staff may also have to 
adjust to the leaders’ new way of leading. Greater involvement and increased communication 
with nursing staff may increase their understanding of why the nurse unit manager is leading 
differently. Involving nursing staff in the LDP process may influence leader behaviour 
scores of nurse unit managers as perceived by the nursing staff. 
 
Part of LDP included participants learning to involve nursing staff more in the 
decision making process, delegating to increase nursing staff’s autonomy and spending time 
on the development of strategic planning and priority setting for the unit. Within the LDP 
participants discussed the real difficulty they would experience in ‘moving away’ from direct 
patient care to allow them time to work on their leadership activities. It is possible that 
nursing staff perceived these changes as being a less engaged nurse leader, which is 
supported by the later qualitative study which interviewed nursing staff during the period the 
clinical leader was involved in the leadership program (Dierckx de Casterle et al., 2008). The 
increase in the leader behaviour score of non-transaction, laissez-faire is supportive of such a 
possibility. Non-transactional leadership, laissez-faire is described as the absence of a 
purposeful interaction between the leader and the follower. Further these leaders are 
perceived as avoiding making decision and abdicating their responsibility (Casida & Parker, 
2011). In Dierckx de Casterle et al., (2008) a number of clinical staff experienced the 
increase in the leader’s delegation as a ‘slide in responsibility’. It is possible that the nursing 
staff whose nurse unit manager participated in the LDP experienced the changes in leader 
behaviours in a similar manner. 
 
The findings from the current study are also consistent with the results from two 
previous studies, which identified that nurse managers rated themselves higher on 
transformational leadership behaviours than their staff nurses (McGuire & Kennerley, 2006; 
Kleinman, 2004). A similar finding in a later study, which assessed nurse manager and staff 
perceptions of the manager’s leadership style, confirms this study’s finding of NUMs in the 
intervention group rating themselves significantly higher on a number of transformational 
leader behaviour scores compared to their base-line scores (Falia & Stichler, (2008). It is 
also possible that the NUMs who participated in the LDP simply perceived themselves to be 
more transformational following their involvement in the LDP than what the nursing staff 
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perceived they should be. The LDP did not include any formal or informal feedback from 
nursing staff regarding their NUM’s performance. Further research that investigates the 
effects of a LDP on nursing staff perception of changing leader behaviours needs to give 
consideration to including feedback from the nursing staff (Falia & Stichler, (2008). 
 
The increase in nursing job satisfaction over time at time two, does however suggest 
that the way the leader changed following the LDP may have aligned with the leadership 
practices taught in the LDP aimed at increasing nurses’ job satisfaction. The leader 
behaviour results however suggest the LDP’s teaching and replication of the ten leadership 
practices and three business competencies did not automatically translate to participants 
practicing the new leadership practices, in a way that was non disruptive to the nursing staff.  
A change in leadership practice requires a change in behaviour and a change in participant’s 
behaviour may have been responsible for the increase in the nursing staff’s job satisfaction 
scores over time at time two, and for the decrease in nursing staff leader behaviour scores 
over time.  
 
6.6 Summary 
This chapter has discussed the key findings from the study. The significant findings 
suggest that the LDP was appropriate for successfully increasing job satisfaction in nurse 
unit managers. This may be related to the fact that the LDP incorporated evidence based 
leadership content and innovative teaching strategies, and that the program was facilitated by 
members of the senior nursing team within the hospital. The LDP however did not increase 
leader behaviours scores between nurse unit manager groups but it did produce significant 
increases in positive leader behaviours over time. 
 
The indirect effects of the LDP on the job satisfaction scores between NS groups was 
not significant, however over time there were significant increases in NS’s job satisfaction 
scores at six months. The LDP influenced NS’s perception of NUMs’ leader behaviour 
following the nurse unit managers’ participation in the LDP, however these changes were 
not positive. 
 
While the findings of this study support the development and implementation of an 
evidence-based leadership program to increase front-line nurse unit managers’ job 
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satisfaction, the lack of success in increasing job satisfaction in nursing staff between groups 
suggests that the leadership program requires some adjustments. The FLAME Model has a 
strong focus on relationships and it is suggested that the leadership relationships formed 
between the nurse unit managers and the program facilitators positively influenced the job 
satisfaction outcomes of the nurse unit managers. The leadership development model based 
on evidence informing 10 core areas of leadership practice is heavily dependent upon how 
nurse unit managers relate as leaders and establish relationships with their colleagues. 
Further study using the collection of the FLAME’s 10 leadership principles may assist in 
developing a theory linked to how nurse unit managers develop relational leadership. Also 
an extension of this leadership model would be for the LDP to include sessions which 
facilitated the relationship between the nurse unit managers and nursing staff who reported to 
them. Through including this in the LDP the nursing staff’s job satisfaction outcomes in this 
study may have been more favourable. Devoting time within a leadership development 
program to actively engage the nursing staff in a leadership relationship with the nurse unit 
manager who they report to would require an increased time allowance for the leadership 
development program, and for its evaluation. However, consideration needs to be given to 
the allocation of this time in an LDP due to the importance that nursing staff’s job 
satisfaction plays in positively influencing patient and staff outcomes. Validating the effects 
of the LDP with such changes over a longer time frame may also provide significant data on 
how nurse leader behaviours can be changed. The following chapter will describe the study’s 
implications and limitations.  
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Chapter 7 
Conclusion 
7.1 Introduction 
 
A number of negative nursing and patient outcomes are associated with nurses’ job 
dissatisfaction. Dissatisfied nurses perceive the care they give to be of lesser quality and 
dissatisfied nurses are more likely to leave an organisation, and they may even leave the 
profession. Nurses’ job satisfaction is therefore important from a health care systems’ 
perspective especially when this evidence is coupled with the looming shortage of nurses 
that is being predicted within the world’s developed economy countries. A shortage of 
educated nurses will negatively impact health care delivery in those countries. Of equal 
importance is the part job dissatisfaction plays within the perspective of an individual nurse’s 
individual work life. The aim of delivering safe quality health care, which is to improve the 
quality of life of patients, needs also to be applied to the quality of work life of nurses.  
Leadership is well recognised as being able to influence nurses’ job satisfaction, either 
positively or negatively. This is one of the reasons why leadership and leadership 
development has been extensively studied in nursing. However, within the literature there 
has been limited investigation which has used rigorous research methodology to test 
leadership development programs and their relationship with nurses’ job satisfaction. 
 
The major purpose of this study was to test the effectiveness of an evidence-based 
leadership program on nurse unit managers’ and nursing staff’s job satisfaction. It also 
assessed its effect on nurse unit managers’ leader behaviours. The study offers a 
comprehensive understanding of the factors and leadership constructs that influence nurse 
unit managers’ job satisfaction. The study advances previous knowledge by demonstrating 
that an evidence-based leadership development program increases nurse unit managers’ job 
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satisfaction. This relationship has been established through utilising a RCT research 
methodology. The present study’s results also identify that an evidence-based leadership 
program can improve nurse unit managers’ self reported leader behaviour scores over time, 
and that it can also increase nursing staff’s job satisfaction over time. 
 
This is the first study that evaluated an evidence-based leadership program using 
rigorous research methodology, of a RCT. The chapter first outlines a summary of the key 
findings, and then the implications of these findings to theory development, leadership 
practice, and future research are presented. 
 
 
7.2 Summary of significant findings 
 
One of the important findings of this study is that nurses’ job satisfaction, which plays 
a vital role in improving nursing and patient outcomes, can be significantly improved in 
nurse unit managers, who complete an evidence-based leadership development program. 
This study’s finding gives weight to the value of providing leadership development programs 
that are evidence-based, and which focus on relationally-based leadership practices that 
positively influence nurses’ job satisfaction. The findings of increased job satisfaction scores 
between nurse unit manager groups, and within the nurse unit manager intervention group 
over time are consistent with the literature, which identified numerous leadership practices 
associated with increased job satisfaction. However, the entire LDP within this study was 
constructed from evidence. Job satisfaction factors, leadership practices, front-line 
managers’ competencies and previous leadership development programs’ evidence were 
summarised, and used to design the LDP.  
 
The findings of this study thereby highlight the value of providing leadership 
development through programs that summarise the evidence and integrate it throughout the 
program’s contents, its teaching strategies and its learning environment. The findings support 
the program’s principle of embedding effective leadership practices through each of the 
program’s sessions. The findings also offer support for LDPs that are facilitated by leaders 
and experts who are able to demonstrate the effective leadership practices. The study’s 
findings confirm that the LDP, which offered participants relevant experiential leadership 
learning to assist them with their everyday leadership challenges, is a good medium through 
which leadership can be taught and job satisfaction increased. 
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The study’s hypotheses of the LDP increasing leader behaviour scores in nurse unit 
managers between groups over time however were not supported. The relationship between 
leadership development programs and increased leader behaviours has not been reported 
widely within the literature. Only a limited number of pre-test/post-test studies have reported 
on this relationship. These findings have been inconsistent. One study demonstrated no 
increase in leader behaviours scores following a short residential LDP (Tourangeau, 2000) 
and one other identified that leaders reported an increase in leader behaviour scores 
following an eighteen month leadership program (Cunningham & Kitson, 2000). In the 
current study, nurse unit managers who completed the twelve week LDP in which there were 
seven face to face sessions reported an increase in positive leader behaviours over time, at 
times one and two. Further studies are recommended to rigorously test the relationship 
between leadership development programs and changes in leader behaviours. 
 
While the study’s hypotheses, which related to nursing staff demonstrating increases 
in job satisfaction scores between groups, were not supported, the study did find that nursing 
staff’s job satisfaction increased at six month testing, if their nurse unit manager participated 
in the LDP. This indirect relationship between nursing staff’s job satisfaction scores and 
their NUMs participation in leadership programs requires further examination utilising 
rigorous research methodology. 
 
The study’s hypothesis of nursing staff reporting increases in nurse unit managers’ 
leader behaviour scores following their participation in the LDP was unsupported. However 
the finding that nursing staff reported negative changes in nurse unit managers’ leader 
behaviour scores following their nurse unit managers’ participation in the LDP also requires 
further investigation. Further research to investigate the leader behaviour findings needs to 
give consideration to one of the study’s other findings, nursing staff’s increase in job 
satisfaction over time at time two. These two results highlight the complexity of leadership 
and job satisfaction and identify the need for further research to investigate the indirect 
effects on nursing staff when their front-line managers’ participate in LDP. These two results 
give some initial support for including nursing staff in more direct ways during the LDP 
process. Involving nursing staff and informing them of the reasons for the LDP and 
identifying the desired outcomes of the program, may increase nursing staff’s understanding 
of why nurse unit managers are making changes to their leader behaviours. 
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7.3 Strengths and limitations 
 
This study provides two distinctive contributions to existing knowledge in relation to 
job satisfaction, leadership and leadership development programs. First, the study used a 
comprehensive literature review to examine the evidence on job satisfaction, leadership and 
front-line manager competencies. From this vast array of evidence a summary of leadership 
practices was developed that was then used to construct a two component leadership model. 
The components of this model were then combined with the evidence distilled from previous 
leadership development programs to develop a LDP that integrated the program’s design, 
contents, teaching strategies and learning environment. This integrated evidence-based 
leadership model would be useful in developing and evaluating other leadership 
development programs. Second, the study adds significant contributions to the literature 
through testing this evidence-based leadership development program’s effect on nurses’ job 
satisfaction through using the rigorous research methodology of a RCT. As there are no 
existing studies that have tested LDPs using RCTs, this study provides empirical evidence in 
this area. However, the fact that the study’s used a well described program, which outlines 
its content, its learning objectives and teaching strategies; plus the study’s use of valid and 
reliable measuring tools means that this study could be replicated. 
 
Despite these strengths a number of limitations need to be taken into consideration. 
While using a RCT may infer causality, it may only do so if assumptions, made at the outset, 
are met. One of these is having an appropriate sample size to answer the study’s questions. 
In this case it was assumed that the intervention would result in a 25% increase in job 
satisfaction scores. This was not achieved for many of the sub-scales, so the study was under 
powered for many of the comparisons. However, results do provide useful data for 
estimating sample size requirements for future studies. Retesting and validating the findings 
with a larger sample is warranted for future study. Finally, the MLQ which is reliable and 
valid to test leader behaviours within the context of a multidimensional leadership construct, 
which includes, transformational, transactional and non-transactional leader behaviours may 
have not detected changes in the ten leadership practices taught. The development of a 
measurement tool that tests the ten leadership practices taught in the program may be 
beneficial for any future research that has a focus on this topic. 
 
A further limitation is that this study was undertaken as part of a PhD course of study 
thus there were limited resources to conduct a more longitudinal study. It is therefore 
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recommended from the results of this study that there is a need to conduct and evaluate 
leadership development programs over longer periods of time. Further it is recommended 
that in any longitudinal studies that strategies be identified within a leadership development 
program, which involve the nursing staff in the aims of the program. By involving the 
nursing staff in the program and by providing them with the relevant information on how 
their work environment may alter as a result of potential changes in their nurse unit manager 
leader behaviours may positively influence nursing staff’s job satisfaction outcomes. Finally, 
asking nursing staff to give feedback to nurse unit managers may improve leader behaviour 
changes that are effective for both leaders and nursing staff. 
 
Another aspect of the leadership development program that needs to be considered as 
a possible limitation is the lack of financial costing being undertaken prior to running such a 
program within employees’ paid time. Within the current global financial situation before 
implementing this program, which is a fully paid leadership development program, it would 
be necessary to undertake a full cost benefit analyses. This was not undertaken in this study 
and therefore is a limitation of this study. 
 
To control for the limitation of the study related to the primary researcher also holding 
the senior nursing role within the hospital a research assistant was employed to be solely 
responsible for the recruiting of all participants for this study. This approach ensured that the 
lead researcher had no contact with potential participants in relation to the research, and was 
unaware of group allocation until the leadership development program commenced. 
 
 
7.4 Implications 
Based on the findings of this study a number of implications have been generated for 
theory development, leadership practice and future research. These implications are now 
presented. 
 
7.4.1 Theoretical implications 
 
The leadership model that the LDP was based on was developed from a summary of 
the evidence on job satisfaction, leadership practices, front-line managers’ competencies and 
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leadership development programs. The significant increase in nurse unit managers’ job 
satisfaction scores gives support to the value of this theoretical leadership model. This model 
which was used to inform the design, contents, teaching strategies and learning environment 
of the LDP within this current study could be used to design a range of leadership 
development strategies. The current study confirmed that when the evidence-based ten 
leadership practices and three business competencies are taught through utilising specific 
teaching and learning strategies nurse unit managers’ job satisfaction increases significantly. 
This constructed conceptual framework and developed leadership program offers an 
important addition to leadership development theory and how it can be used to increase 
nurses’ job satisfaction. 
  
The results of the study also provide further direction on how effective leader 
practices are enacted and taught during a leadership development program and thereby offer 
a theoretical framework to further develop leadership practices. 
 
7.4.2 Implications for leadership practice and leadership program 
development 
The primary aim of the present study was to test a constructed leadership development 
program’s effectiveness in increasing nurse unit managers’ job satisfaction scores. The 
studies’ results support the value of using a leadership program to develop nurse unit 
managers that was constructed from the relevant evidence. 
 
The study’s results suggest that developing leadership to increase nurse unit 
managers’ job satisfaction requires special foci in leadership program construction. Programs 
need to provide content that is considered useful to the participants, but which is also 
supported by evidence. Input from participants needs to be considered as valuable input into 
leadership program’s contents, however as there is currently extensive evidence which 
identifies the leadership practices associated with increased job satisfaction, these evidence 
needs to be included. Failure to include the leadership practice evidence may result in 
programs that focus only on the immediate needs of the front-line managers rather than 
evidence-based leadership practices. 
 
The findings also suggest that the way the evidence-based leadership content is taught 
may impact the nurse unit managers’ job satisfaction and their perception of their leader 
behaviours over time. It is also possible that senior nursing staff role modelling and teaching 
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leadership positively impacts the job satisfaction of front-line nurse unit managers. The 
study’s findings also suggest that over time nursing staff’s job satisfaction can increase 
through front-line managers’ changing their leader behaviours. However, what is not entirely 
clear from the current study is how nurse unit managers being involved in a leadership 
development program indirectly influence an increase in nursing staff job satisfaction over 
time, nor how it changes nursing staff’s perception of the nurse unit manager leader 
behaviour scores.  
 
 
7.4.3 Implications and recommendations for future research 
 
A number of noteworthy implications and recommendations for future research 
emerge from this study. Phase one of the study which included the literature review that was 
used to construct the leadership development program is confirmed in relation to producing 
and providing a LDP that increases nurse unit manager’s job satisfaction scores and over 
time NS’s job satisfaction scores. It is recommended that the replication of LDP is further 
tested in a larger cohort. Any further LDPs need to involve the nursing staff who report to 
the nurse unit manager to investigate if their involvement in the program development and 
implementation, changes the job satisfaction and leader behaviour outcomes of nursing staff. 
Any future research in this area should include an economic evaluation. It would also be 
useful in future research to include a description of any changes to management practices 
made by nurse unit managers subsequent to participation in the program. Finally, further 
research is required to further investigate how leader behaviour scores could be increased 
during the LDP and on completion of the LDP.   
 
7.5 Conclusion 
 
The main purpose of the study was to test an evidence-based LDP effectiveness in 
increasing nurse unit managers’ and nursing staff job satisfaction scores and to assess 
changes in nurse unit managers’ leader behaviour scores. The findings confirmed that the 
LDP was successful in increasing nurse unit manager’s job satisfaction scores; also their 
leader behaviour scores were increased over time. The findings did not support an increase in 
job satisfaction scores between nursing staff groups, however over time, at six months 
nursing staff’s job satisfaction scores increased as did their overall job satisfaction. Nursing 
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staff’s perceptions of the nurse unit manager’s leader behaviours also changed over time 
however these were not positive in a number of sub-categories. 
 
The study highlights the value of an evidence-based approach to constructing and 
implementing a LDP to increase nurse unit managers’ job satisfaction scores and to 
increasing their perception of their leader behaviour scores over time. Chapter 2 identified 
significant gaps in testing LDPs using a rigorous research methodology. Further studies are 
recommended to validate the LDP in increasing nurse unit manager’s job satisfaction and it 
is recommended that the LDP duration be increased and tested in relation to changes in nurse 
unit managers’ leader behaviours scores. 
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Appendix B 
Table 2.2: Details of job satisfaction studies: associated job satisfaction factors 
Author / Year Study Focus Methods Key Findings 
Larson, Lee, 
Brown and Shorr 
(1984) 
 
 
Predictors of job 
satisfaction 
Qualitative study using a New Employee 
Assessment Tool which assessed 35 quality of 
work-life factors of new employees 6 months 
after employment. 
Multiple regression techniques were applied. 
Complexity of the issue requires a multifaceted approach to 
increasing and measuring job satisfaction. 
Satisfaction related to ongoing learning and dissatisfaction 
associated with salary and staffing levels. 
Need to enhance the work life of nurses. 
Blegen and 
Mueller (1987) 
 
 
 
Factors associated 
with job 
satisfaction in 
nurses 
Longitudinal analysis 6 factors were determined that significantly influence job 
satisfaction in nurses 
- non-routine tasks 
- perceived opportunities for promotion 
- being older 
- perceived fairness in distributing rewards 
- being able to work day shifts 
- reasonable work load 
 
Blegen (1993) 
 
 
 
Meta-analysis of 
variables related to 
nurses’ job 
satisfaction 
 
Factors associated 
with nurse 
satisfaction 
48 articles of quantitative results 
-  report correlations between job 
satisfaction and other variables 
- measure of overall job satisfaction 
 
Sample sizes 30 – 1597 (total 15048). 
79% RNs employed in hospitals (173 
hospitals in total) mostly from USA  
and Canada 
13 variables in total (variables with similar definitions grouped) 
4 personal attributes & 9 organisational attributes 
Highest correlation 
-  stress and commitment  
Moderate association 
- supervisor and peer communication, autonomy, recognition, 
routinization  
 - fairness and locus of control next 
 - age, education, years of experience 
Smallest association 
-  professionalism 
Complex phenomenon – variables relate to job satisfaction but 
they influence each other also 
McNeese- Smith  
(1997) 
 
Factors related to 
nurse satisfaction. 
Staff nurse views on 
Large university hospital in Los Angeles. 
Mixed ethnic nursing population 
 
Certain leadership behaviours had a significant impact on job 
satisfaction. 
“Enabling others to act” was the strongest predictor of  
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 what managers do to 
increase or decrease 
their job satisfaction, 
productivity and 
organisational 
commitment 
Semi-structured interviews of 30 nurses from a 
previous study population (from 3 units with 
highest scores and 3 units with lowest scores on 
job satisfaction, productivity and organisational 
commitment) 
  job satisfaction. 
 
Overall, managers must be “relational and task orientated” – care 
about the staff personally but also follow through and resolve 
problems in the unit.   
Kramer and 
Schmalenberg 
(2003) 
 
 
 
 
To investigate 
control over 
nursing practice 
from the nurse’s 
perception and its 
association with job 
satisfaction. 
 
20 staff nurses from each 14 magnet hospitals 
in USA 
Qualitative   - interviews regarding nurse’s 
perception of control over nursing practice 
Quantitative – Essential of Magnetism List 
Control over nursing practice highly correlated to job  
satisfaction (autonomy). 
Control over nursing practice not as extensive as  
described in previous “magnet” literature 
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Table 2.2: Details of job satisfaction studies: stress, group cohesion, work scheduling 
Author/Year Study Focus Methods Key Findings 
Shader, 
Broome, 
Broome, West 
and Nash 
(2001) 
 
Examine the relationships 
among work satisfaction, 
stress, age, cohesion, work 
scheduling and turnover 
Cross-sectional survey design Job stress and anticipated turnover decreased as levels of job 
satisfaction and group cohesion increased. 
This was present even in nurses who had only 2-3 years of 
experience. 
Bartram, 
Joiner and 
Stanton (2004) 
 
 
 
 
Investigate the 
relationships among social 
support and empowerment 
on job satisfaction and job 
stress 
Survey of 157 nurses using four instruments: 
House and Wells Supervisory and co-worker 
support scale 
Spreitzer’s 12 item Empowerment scale 
Stress scale 
Job Description Index 
 
 
Social support derived from supervisor and work colleagues 
lowers job stress and increases job satisfaction 
Empowerment lowers job stress and increases job satisfaction 
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Table 2.2: Details of job satisfaction and empowerment studies  
Author/Year Study Focus Methods Key Findings 
Goddard and 
Laschinger 
(1997) 
 
 
Investigate the 
perceptions of nurse 
managers in first line 
and middle management 
regarding their access to 
structural power 
 
Descriptive comparative design 
Sample of 91 managers 
-Conditions of Work Effectiveness 
Questionnaire 
-The organisational Description Opinionaire 
Middle managers perceived themselves as having significantly 
greater access to empowerment structures. 
Support the validity of Kanter’s theory in the nursing 
management population. 
Employees prefer to work with managers they perceive to be 
powerful. 
Laschinger and 
Havens 
(1996) 
 
 
Investigate ways to 
create organisational 
work environments that 
empower nurses to 
exercise more control 
over the content and 
context of their practice. 
Correlation study 
Small sample of US hospital nurses: 127 Tools: 
− Chandler’s Conditions for Work  
− Work Effectiveness Scale 
− Job Activities Scale  
− Control over Nursing Practice  
Job satisfaction scale 
Organizational Relationships 
Work empowerment strongly related positively to perceptions 
of control over practice. 
Highest correlation was with informal power. 
Formal power did not add significantly to control over 
practice. 
Access to work empowerment structures increased overall 
work satisfaction. 
The extent of empowerment influences control over decisions 
that affect the content and context of work. 
 
Laschinger, 
Finegan, 
Shamian and 
Wilk (2001) 
Test an expanded model 
of Kanter’s structural 
empowerment and its 
relationships among 
psychological 
empowerment, job 
strain and work 
satisfaction 
 
Predictive, nonexperimental design. 
Random sample of 404 Canadian staff nurses. 
Psychological Empowerment Questionnaire 
Job Content Questionnaire 
Global Satisfaction Scale 
Staff nurses felt structural empowerment in their workplace 
resulted in higher levels of psychological empowerment. 
Heightened feelings of psychological empowerment in turn 
strongly influenced work satisfaction. 
Manojlovich 
and 
Laschinger  
Secondary data analysis 
to increase 
347 of 600 nurses from urban tertiary care 
hospitals in Ontario (part of a larger study) 
Further support for Kanter’s theory that work behaviours and 
attitudes are shaped by factors in the work environment rather 
 202  
Author/Year Study Focus Methods Key Findings 
(2002) 
 
 
 
 
understanding of the 
determinants of job 
satisfaction for nurses. 
Examines the impact 
that mastery and 
achievements needs 
have on the 
relationship between 
empowerment and job 
satisfaction. 
 
 
Tools 
- Conditions for Work Effectiveness  
  Questionnaire 
- Spreitzer’s 12 item Psychological  
  Empowerment Scale 
- Pearlin and Schooler’s Mastery scale 
- Personality Research Form –  
  Achievement Scale 
- 4-item job satisfaction scale from Hackman and 
Oldham’s Job Diagnostic Survey 
than by personality attributes. 
 
Nurses felt that structural empowerment increased 
psychological empowerment and together these influenced job 
satisfaction.     
 
 
Larrabee, 
Janney and 
Ostrow (2003) 
 
To investigate the 
relative influence of 
nurse attitudes, context 
of care, and structure of 
care on job satisfaction 
and intent to leave. 
Non-experimental, predictive design 
Sample of 90 Registered nurses 
Work Quality Index (WQI) 
Multifactor Leadership Questionnaire 
Group Cohesion Scale 
Psychological empowerment 
Personal views Survey (PVS111) 
Satisfied nurses indicated no intention to leave 
Satisfied nurses perceived they could get things done in the 
organisation 
Intent to stay was a product of RN’s perception of having 
control over practice, having adequate support services, 
perceiving their input makes a difference. 
Strongest predictor of job satisfaction was psychological 
empowerment.  
Other predictors of job satisfaction were nurse manager with 
transformational leadership style, group cohesion and 
collaboration with physicians. 
Low control of practice indicator of intent to leave 
Job dissatisfaction was primary predictor of intent to leave. 
Context (transformational leadership) and structure of care 
(nurse/physician collaboration and group cohesion) exert most 
of their influence on psychological empowerment. 
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Table 2.2: Details of job satisfaction and magnet hospital attributes studies 
Author/Year Study Focus Methods Key Findings 
Aiken, Havens 
and Sloane 
(2000) 
 
 
Comparison of ANCC 
Magnet Nursing Service  
hospitals with AAN 
magnet hospitals (precursor 
to ANCC program) to 
determine whether both 
had same organizational 
attributes nurse satisfaction 
quality of care 
Comparative multisite observational study 
Questionnaire to medical and surgical 
nurses in 7 ANCC hospitals (all) and 13 
AAN hospitals (from a prior study) in USA 
Tools: 
 NWI-R 
Maslach’s Burnout Inventory 
 additional sections: Job characteristics, job 
outlook, and organisational attributes 
ANCC process identifies hospitals with as good as if not better 
practice environments as original AAN  
 higher education preparation 
 higher nurse-pt ratios 
 higher job satisfaction 
 less susceptible to burnout 
 higher quality of care 
Aiken and 
Patrician 
(2000) 
 
The organisational context 
in which nurses work 
Testing revised Nursing work Index (NWI) 
Basic structure was redesigned to create 
NWI-R in which two “value” statements 
were eliminated, and only the “presence” 
statement was retained. 
Subscales measured autonomy, control over 
the work environment, and relationships 
with physicians. 
NWI-R used in AIDS care study of 40 units 
in 20 hospitals. 
Validity of the NWI-R was demonstrated by the origin of the 
instrument, its ability to differentiate nurses who worked within a 
professional practice environment from those who did not, and 
its ability to explain differences in nurse burnout. 
Aiken, Clarke, 
Sloane, 
Sochalski, 
Busse, Clarke, 
Giovanetti, 
Hunt, Rafferty 
and Shamian 
(2001) 
 
 
Job satisfaction and the 
way in which nurses’ work 
is structured 
Cross-national comparative study. 
43,329 nurses from more than 700 hospitals 
in the United states, Canada, England, 
Scotland, and Germany were surveyed in 
1998-1999. 
Areas survey: job dissatisfaction, burnout 
and intent to leave 
In the United States (Pennsylvania) more than 40 percent of 
nurses working in hospitals reported dissatisfaction with their 
jobs. 
Across the five countries significant percentage of nurses, 
ranging from just under 30 percent to more than 40 percent felt 
overwhelmed by their work. 
Positive work relationship with physicians 
Work with clinical competent nurses 
Inadequate staffing 
Fewer than half of the nurses in each country reported that 
management in their hospitals is responsive to their concerns, 
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provides opportunities for nurses to participate in decision 
making and acknowledges nurses’ contributions to patient care. 
Nurses want more communication with management about the 
allocation of resources and the creation of an environment that is 
conducive to high quality care. 
 
Aiken, Clarke 
and Sloane 
(2002a) 
 
Examine the effects of 
nurse staffing and 
organisational support for 
nursing care on nurses’ 
dissatisfaction with their 
jobs, nurse burn out, and 
nurse reports of patient care  
Multisite cross-sectional survey 
International sample of hospitals 
Adult hospitals in US, Canada, England 
and Scotland 
10319 nurses working on medical and 
surgical units in 303 hospitals across five 
jurisdictions. 
Dissatisfaction, burnout and concerns about quality of care were 
common among hospital nurses in all five sites. 
Organisational support for nursing and nursing staff had a 
pronounced effect on nurse dissatisfaction and burnout and 
independently, related to nurse-assessed quality of care. 
Low staffing and low support for nurses associated with low 
quality of care reports. 
Upenieks 
(2003) 
Investigate if magnet 
hospitals continue to 
provide higher levels of job 
satisfaction and 
empowerment in clinical 
nurses when compared to 
non-magnet hospitals: 
linked to nursing executive 
leadership. 
2 magnet and 2 non-magnet matched 
hospitals in same geographic location 
(USA) 
Quantitative 
Med/surg nurses 700/305=44%) 
Questionnaire 
Tools:  
 NWI-R 
Additional scales (for self-governance, 
organizational structure, educational 
opportunities  
Qualitative 
16 interviews with leaders from the 4 
hospitals – 1 exec and 2-3 director/manager 
level at each hospital 
Interview – leadership attributes which 
foster success (content analysis as defined 
by Downe-Wamboldt) 
Magnet hospitals scored higher 
 
Interviews – 7 categories and sub-categories 
- Support of nursing – from executive 
- Leadership style – values and recognises nursing and nurses 
- Adequate staffing 
- Autonomous climate 
- Participatory management 
- Collaborative teamwork – management support group 
- Compensation 
 
Triangulation outcomes: 
quality of nursing leadership 
- greater leader visibility 
- greater leader responsiveness 
- nurses’ work recognised 
- support of clinical nurse autonomous decision making 
- supports professional practice and development 
- support of a professional nursing climate 
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Magnet hospital nurses characterised their work environment as 
one of support from executive nursing leaders. 
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Table 2.2: Job satisfaction and retention 
Author/Year Study Focus Methods Key Findings 
Irvine and 
Evans (1995) 
Investigate the causal 
relationships among job 
satisfaction, behavioural 
intentions and nurse 
turnover behaviour 
Meta-analytic studies of 73 studies. 
Testing of developed retention model. 
Strong positive relationship between behavioural intentions; 
strong negative relationship between job satisfaction and 
behaviour intentions. 
Variables related to job satisfaction, work content and work 
environments had a stronger relationship than economic or 
individual differences.  
Shields and 
Ward (2001) 
To examine the important 
determinants related to 
staying and quitting.  
An analysis of secondary data of 9625 
nurses from a national survey. 
Job satisfaction was the most important determinant in intent to 
quit; more important than outside opportunities. 
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Table 2.3: Details of leadership studies: transformational leadership 
Author/Year Study Focus Methods Key Findings 
Dunbar-Taylor 
and Klafehn 
(1995) 
 
Further analysis of 
previously reported 
transformational study 
 
Part 1 reports questionnaire results – self 
rating of executive nurses and staff’s rating 
of transformational and transactional 
behaviours. 
 
Part 2 reports interview data results from 
interviews when nurse leaders were placed 
into four groups dependent on 
transformational scores. 
Part 1. Executive nurses with perception of self as high in 
transformational behaviours sees staff as being satisfied. Staff’s 
perception of higher transformational leadership scores 
associated with increased job satisfaction. 
Nurse leaders with low transformational scores from staff  to 
improve their transformational behaviours of, charisma, 
individual consideration and intellectual stimulation 
Medley and 
Larochelle 
(1995) 
Investigate head nurse’s 
leadership style and nurses’ 
job satisfaction within the 
leadership paradigm of 
transformational and 
transaction leadership. 
122  staff nurses 
Four hospitals with acute bed capacity 
120-132 in Florida. 
Questionnaire survey 
Instruments used was Multifactor 
Leadership Questionnaire (MLQ) 
Index of Work Satisfaction (IWS) 
 
Significant positive relationship between those nurses whose 
head nurse exhibited a transformational leadership style and job 
satisfaction of nursing staff. 
The usual transaction behaviour of contingent reward was 
considered in the transformational scales. 
Transactional behaviour of exception by management was 
correlated as a dissatisfying factor. 
Morrison, 
Jones and 
Fuller 
(1997) 
 
 
 
Examination of the 
relationship between 
leadership style, 
empowerment and job 
satisfaction 
275 nursing staff from a regional medical 
centre (executive to unlicensed workers and 
some AOs). 
 
Questionnaire Survey: Instruments used: 
 Bass’s Multifactor Leadership  
 Questionnaire 
 Spreitzer’s Psychological  
 Empowerment measure 
 Warr, Cook and Wall Job 
 satisfaction  
Transformation and transactional leadership correlate with job 
satisfaction.  Empowerment was positively related with 
empowerment. 
 
All transformational leadership subscales are related to job 
satisfaction and empowerment.  Only the contingent reward 
subscale of transactional leadership was related to job 
satisfaction. 
Transformational leadership appears to augment transactional 
leadership. 
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Author/Year Study Focus Methods Key Findings 
Passive management is negatively related to empowerment. 
Overall, leadership results in a significant amount of variance in 
job satisfaction, beyond that accounted for by empowerment. 
Empowerment accounts for more variance in job satisfaction 
for licensed than unlicensed personnel.  Leadership accounts for 
more variance in unlicensed than licensed.   
Gullo and 
Gerstle  
(2004) 
Replication of McDaniel 
and Wolf’s earlier study 
(1988). Relationships 
among, staff empowerment 
leadership style, and job 
satisfaction 
Descriptive comparative design with cross-
sectional survey methods. 
Moderate sized acute care facility 
11 midlevel managers and 77 Registered 
Nurses undergoing restructure. 
Instruments used;  
Empowerment  -RES by Klakovich (1995),  
Job satisfaction – OJSS (Sauter, 1997),  
Leadership -Multifactor Leadership 
Questionnaire (MLQ). 
 
Transformational leader behaviours associated with 
empowerment. 
 
Job satisfaction not associated with transformational leader 
behaviours: inverse relationship between an increase in 
transformational leadership behaviours and job satisfaction. 
 
Findings not consistent without transformational leadership 
studies. 
Kleinman 
(2004) 
 
Examines perception of 
managerial leadership 
behaviour associated with 
turnover 
Descriptive correlation study 
10 nurse managers and 79 staff nurses 
 
Multifactor Leadership Questionnaire  
(MLQ) 
  
Nurse Managers consistently perceived they had higher 
frequency of transformational leadership compared to nursing 
staff’s perception. 
Low frequency of transactional management behaviour, Active 
management by exception, however significantly associated with 
staff turnover 
McGuire and 
Kennerly 
2006 
Examines the link between 
the nurse manager’s use of 
transformational and 
transactional leader 
behaviours and 
organisational commitment 
by nursing staff 
Descriptive correlational study 
63 nurse managers from 21 not-for-profit 
hospitals with greater than 150 beds and 
registered nurse sample of 500. 
Transformational nurse leaders promote a higher sense of 
commitment. 
Managers rate themselves higher on transformational scores than 
do nursing staff. 
Staff rate managers as more transactional than did managers. 
Leader behaviour idealised influence showed strongest 
correlation to nursing staff commitment. 
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Author/Year Study Focus Methods Key Findings 
Leader behaviour intellectual stimulation showed significant 
results but was negatively associated with nursing staff’s 
commitment to the organisation. 
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Table 2.3: Details of leadership studies: leadership characteristics, skills, leader behaviours and work environments 
Author/Year Study Focus Methods Key Findings 
Garrett 
(1991) 
 
Investigated relationships 
among leadership 
preference of staff nurses, 
perceived leadership 
behaviour and job 
satisfaction 
Descriptive nonexperimental study 
Instruments used in questionnaire survey: 
Leader Behaviour Description 
Questionnaire (LBDQ), Ideal Leader 
Behaviour Description Questionnaire 
(ILBDQ), Job Descriptive Index (JDI) 
Overall respondents were not highly satisfied with their work 
situation. 
Preferred leaders who were high in consideration and initiation 
of structure. 
Dissatisfaction with lack of opportunity for promotion 
Recommendation for mandatory nurse manager education. 
Boumans and 
Landeweerd 
(1993) 
Investigated relationships 
between leadership style 
and staff and job 
satisfaction 
Descriptive nonexperimental study 
Instruments used; Leader Behaviour 
Questionnaire, Job satisfaction scale, 
Meaningful Scale, Autonomy Scale 
(Algera) and self report of absence from 
work 
Job satisfaction highest in staff that had leaders who paid 
attention to both consideration (social leadership) and initiation 
of structure. 
Little need for autonomy more satisfied with head nurse who 
emphasised instrumental aspect of his/her role. 
High need for autonomy no relationship between instrumental 
leadership and job satisfaction. 
McNeese- 
Smith (1999) 
 
 
Factors related to nurse 
satisfaction 
 
 
Reanalysis of 1997 study   
Focus on job satisfaction / 
dissatisfaction only.   
 
 
 
 
 
    Descriptive correlation study Major causes of satisfaction were: patient care, the pace and 
variety in an acute care environment, appropriate workload, 
relationships with supervisor, co-workers and meeting personal 
and family needs.  
Manager who recognised staff’s nursing work 
Dissatisfaction arose from feeling overloaded, factors that 
interfered with patient care, co-workers who do not give good 
patient care, lack of support and giving criticism, and situations 
that feel unfair. 
Bratt, Broome, 
Kelber and 
Lostocco 
Explore relationships 
among nurses’ attributes, 
Cross-sectional survey design. 
Sample 1973 staff nurses working in 
Significant associations were found between job stress and group 
cohesion, professional job satisfaction, nurse-physician 
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Author/Year Study Focus Methods Key Findings 
(2000) unit characteristics, work 
environment and job 
satisfaction. 
paediatric critical care units in 65 
institutions in United States and Canada. 
collaboration, nursing leadership behaviours and organisational 
work satisfaction. 
Job stress and nursing leadership were the most influential 
variables in the explanation of job satisfaction. 
Dealing with patients’ families was the most frequently cited job 
stressors. 
Fletcher (2001) Examined issues affecting 
job satisfaction and 
dissatisfaction and whether 
stress was associated with 
nurses’ illness and injuries. 
1780 nurses from 10 hospitals were 
surveyed by mailed questionnaire. 
Instruments used:  
The Specific Satisfaction Subscale 
(Hackman & Oldman Job Diagnostic 
survey,  
Immediate Supervisor scale, Health 
Professionals Stress Inventory 
Respondents were slightly satisfied with their jobs 
Lowest means for supervisors support, quality of supervision, 
and helpfulness. 
Issues with the quality of leadership. Lack of physical presence 
considered negative. 
Registered nurses jobs were scored as sometimes to some extent 
stressful. 
Registered nurses intended to stay in jobs. 
Questioned if leaders are adequately coached and mentored. 
Sellgren, 
Ekvall and 
Tomson 
(2006) 
 
Investigate what nurse 
managers and nursing staff 
see as a preferred 
leadership style 
Questionnaire to 77 nurse managers and 10 
of each of their staff 
Areas assessed; preferred leadership 
behaviour in three dimensions, change, 
production and relational orientation 
Significantly difference in opinions of preferred leadership 
between managers and subordinates. 
Nursing staff’s perception of real leader behaviour had lower 
mean score to their preferred leadership behaviour. 
Rosengren, 
Athlin and 
Segesten 
(2007) 
 
 
Investigates nursing 
leadership as viewed by the  
staff 
Phenomenographical approach 
10 staff of ICU in Sweden, not all nursing 
staff 
Staff were interviewed 
Transformational leadership suitable to meet the staff 
perspective. 
Leaders need to be present and available in daily work, support 
everyday practice with supportive communication, build 
relationships of trust 
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Table 2.3: Details of leadership and retention studies 
Author/Year Study Focus Methods Key Findings 
Volk and 
Lucas (1991) 
 
Examines how 
management style is 
directly related to 
anticipated turnover 
Data obtained from the sample of registered 
nurses who were part of a larger study. 
Instruments used: Profile of Organisational 
Characteristics Form Anticipated turnover 
was self reported 
Participatory management style strongly associated with reduced 
intention to leave 
Leveck and 
Jones (1996) 
Study effects of 
management style on group 
cohesion, job stress and 
nursing retention 
Cross-sectional equation modelling design. 
Tested a causal theoretical retention model 
Management style was a primary reason for nurses staying in the 
organisation. 
Participatory management style, joined with perceptions of 
increased cohesion were found to decrease job stress and increase 
job satisfaction. 
Boyle, Bott, 
Hansen, 
Woods and 
Taunton (1999) 
 
To examine the direct and 
indirect effects of nurse 
managers’ characteristics of 
power, influence, and 
leadership style on intent to 
leave. 
Definitions and measure of study variables 
obtained from material published by Price 
& Mueller,1981; and Hinshaw, Smeltzer, & 
Atwood 1987. 
Inclusion of nurse manager characteristics explained more 
variance in intent to stay than previous models. 
Managers with leadership styles that seek and value staff 
contributions, promote a climate in which information is shared 
effectively, promote decision making at clinical nurse level, 
create a milieu that increases job satisfaction and retention. 
 
Force (2005) Leadership characteristics/   
behaviours and staff 
retention 
Examined work of eight researchers who 
identified the leader behaviours that make a 
leader effective in enhancing retention 
(Dunham-Taylor & Klafehn, 1995; Aiken et 
al.,  2000; Upenieks, 2003;  Goddard & 
Laschinger, 1997; Boyle et al., 1999; 
Connelly et al., 1997; Manion, 2004; 
Hansen et al., 1995. 
Five themes: 
1. Dominant transformational leadership 
2. Positive personality traits: extroverted, openness and  
    personal power 
3. Magnet hospitals’ organisational structures 
4. Having tenure and advanced graduate education 
5. Leaders who encourage an atmosphere of autonomy, shared 
governance, group cohesion, and empowerment of staff with 
reward and recognition. 
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Table 2.4: Details of nursing leadership development programs under review 
Author / Year 
/ Country 
Program Focus Program Methods Evaluation and Key Findings 
Wolf, 1996 
United States 
of America 
Teaching leadership 
strategies to increase 
effectiveness in leadership 
adaptability. 
 
To measure any changes in 
knowledge acquisition and 
application of the Hersey 
and Blanchard model of 
leadership of the 144 
registered nurses who 
participated in a four-day 
management program.. 
Participants were involved in a leadership development 
program that provided 24 hours of face to face learning. A 
range of leadership and management subjects were taught: 
management and communication theories, assertiveness 
training, team leadership, situational leadership, cost 
management and budgeting, mentoring and networking, 
motivation, conflict management health policy and power and 
politics. 
The study used a comparison pre and post training 
methodology. Instrument used was LEAD-Self (Leader 
Effectiveness Adaptability Description. 
Participants obtained short-tem changes in their 
primary leadership styles. Specifically the majority 
of participants increased their scores in leadership 
styles that were more participative. 
 
Findings were not clear regarding all aspects of the 
leadership style adaptability scores. 
 
The findings demonstrated the problematic issues 
of evaluating learning outcomes. 
Pre- and post- measures demonstrate that results 
were related to program, not chance. 
Squires, 2001 
United States 
of America 
To develop a program that 
would retain nurse 
managers due to the fact that 
newly hired nurse managers 
were reporting significant 
stress when they 
transitioning into the 
organisation and when they 
were attempting to fulfil 
their leadership role. 
Training needs were reviewed through discussions with local 
colleagues and through a search of the literature that identified 
leadership program solutions. 
 
Limitation identified from the review was that most programs 
came from large health care organisations with accompanying 
resources. A program was developed that was self paced and 
participants received mentoring from the vice president of 
nursing. 
 
Evaluation of the program was based on oral 
feedback from the new managers. 
 
The program was undertaken by three nurse 
managers who rated the program as positive. 
The results of the program were that new 
managers identified that they were experiencing 
fewer problems in their roles, and after one year, 
those who had undertaken the program had 
remained within the organisation. 
  The program’s design, implementation and evaluation 
incorporated adult learning principles as identified by 
Knowles (1998). The six principles of this conceptual 
framework are: need to know; self-directed learning; life 
experience; learning readiness; approach to learning and 
motivators for learning. 
Goals of the program were determined through feedback from 
nurse management team and finalised by the vice president of 
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nursing. 
 
 
 
 
 
Five core competencies were identified as required by nurse 
managers: staffing and scheduling; organisation and 
delegation; documentation; financial management, and 
human resource management. 
 
 
 
 
 
 
 
 
 
 
Connelly, 
Nabarrette, & 
Smith, 2003 
United States 
of America 
The authors identified that 
education for the charge 
nurse role had not been 
studied extensively; 
therefore a charge nurse 
workshop was developed to 
examine the competencies 
needed for optimum role 
performance.  
The program utilised the findings of a previous study by the 
author (Connelly & Yoder, 1996) that identified the specific 
competencies required of charge nurses. These were placed in 
four categories: clinical/technical (15); critical thinking (13); 
organisational (9) and human relations skills (17). 
 
Evaluation of the program included participant 
evaluation, course coordination monitoring an 
devaluation, use of critical incident methodology, 
and, “an attempted at evaluation by head nurses of 
the 54 charge nurses competencies. 
 
Overall, 98% of participants rated the program as 
excellent.  
 
 Built into the program were 
identified processes needed 
to evaluate performance of 
the charge nurse 
The expectations of the program were that participants would 
gain a better understanding of the charge nurse role, and 
identify and demonstrate charge nurse competencies, 
including a foundation of leadership, human relations and 
team building skills. 
The program outlined the competencies required of charge 
nurses. 
Critical incidents methodology was used for 
participants to describe an example of the 
phenomenon a participant wished to examine. This 
methodology was used to foster self-reflection and 
while it does not measure actual behaviour it was 
used in attempts to evaluate possible changes in 
future behaviour. 
 
  Five criteria were identified as important to the learning 
experience and the program. These were: an adult learning 
focus, and being scenario-based; instructors needed to have 
managerial and/or charge nurse experience; researched based; 
marketable, and finally, it need to be fun. 
 
There was a minimal return rate from head nurses’ 
assessment of any changes in the charge nurse. 
This made data analysis difficult. To obtain some 
feedback from the head nurses, verbal feedback 
was requested. The actual number of head nurses 
asked was not documented in the study; however it 
is reported that head nurses reported that 
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participants were communicating better and more 
confidently. 
 
 . 
 
 
Program instructors shared their experiences and talked with 
the participants about real situations rather than just focusing 
on the content of the session. 
Team work exercises that emphasised the importance of 
communication and the need to meet specific goals were 
prominent throughout the workshop. 
At the end of the day the instructors discussed the learning of 
each day. 
The program has been continued but has reduced 
the number of charge nurse competencies the head 
nurses are asked to rate. Details of the modified 
competencies were not given in the study. 
 
 
Maguire, 
Spencer, & 
Sabatier, 2004 
United States 
of America 
The study describes the 
program developed by the 
Nurse Manager Academy. 
The Academy is a joint 
venture between the institute 
for John Hopkins University 
School of Nursing and 
Johns Hopkins Hospital 
Department of Nursing. 
 
Programs were developed as practice based leadership 
learning that were conducted through interactive instruction 
and performance assessment. The change to a learner-centric 
model required not only a change in technique but a change in 
philosophy. The programs sought to have participants change 
in behaviour rather than simply acquire knowledge. 
 
Evaluation of the programs was gained through the 
individual comments of each participant. 
At the time of publishing anecdotal evidence 
suggested that participants adopted effective 
leadership behaviours that are transferable to their 
nursing units. 
 
No other evaluation was documented as occurring 
within the study. 
 
 The program was developed 
to move away from an 
instructor-centric program 
to a more interactive 
learner-centric one. 
Participants are treated as full learning partners thereby 
making the learning process a democratic and collaborative 
endeavour. 
 
 
 The Nurse Manager 
Academy. programs were 
therefore designed using 
interactive sessions that 
sought to teach nurse 
managers how to set 
structured goals, involve 
staff in unit indicators, 
communicate effectively, 
facilitate high level 
The methodology of the learning aimed to have participants 
understand the underlying leadership and management 
principles, and to practice those concepts within a coaching 
framework. 
The Nurse Manager Academy programs incorporate five 
practice behaviours into each program. These are: setting and 
articulating clear expectations; including others in decisions 
that affect them; promoting professional development of self 
and others; maintaining accountability without 
“scapegoating”, and providing appropriate reward and 
 
 216  
performance, and “in all 
respects, function as 
successful and effective 
leaders”. 
recognition. 
 
Wilson, 2005 
United States 
of America 
Evaluation of a nursing 
leadership program 
developed by the Pacific 
Northwest Nursing 
Leadership Institute 
(PNNLI) 
The nursing leadership program was made up of a two day 
retreat style workshop on leadership and seven one day 
modules on leadership and management subjects. The 
subjects provided practical knowledge about managing 
financials, employee performance, communication, personal 
effectiveness, coaching, team work and process improvement 
skills. 
The study used a pre and post- program methodology using a 
combined instrument. The instrument used was a combination 
of the Index of Work Satisfaction (IWS) and the Anticipated 
Turnover Scale (ATS). 
The study showed that the PNNLI program led to 
a significant increase in participants’ intent to stay 
in their current positions. 
 
It also demonstrated there was a decrease in job 
satisfaction, notably with satisfaction with the 
level of autonomy. 
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Cunningham & 
Kitson, 2000; 
United 
Kingdom 
 
The Royal College of 
Nursing’s (RCN) clinical 
leadership program was set 
up in 1995 to identify how 
clinical nurses in recognised 
leadership positions could 
improve the quality of 
patient care. 
 
The program had been constructed from “a menu of 
activities” that had been identified in the research as 
contributing to improvements in personal and professional 
development. 
 
The evaluation of the program ran from 1995 to 
early 1998 which tested the main intervention/the 
clinical leadership program effectiveness on 
increasing the leadership capacity of the 
participants. 
 
The authors tested the 
program on four senior 
nurses and 24 ward sisters in 
four acute hospital trusts in 
England over an 18 month 
period. 
 
The program consisted of a number of elements: personal 
development plans; workshops structured around the 
common challenges of the participants; mentoring and how to 
establish networks; observations of care, and using patient 
narratives. 
 
A pre-test/post-test design was utilised to detect 
any changes in leadership capability as measured 
by the Multifactor Leadership Questionnaire 
(MLQ). 
 
The study is reported in two 
parts. The primary research 
question was wether the 
program/intervention 
improved the clinical 
leadership skills of 
participants. 
Within the program the teaching methodology was 
considered as important as the program’s content. 
The team Roles Effectiveness was used to identify 
the extent to which leaders felt themselves to be 
part of an interdisciplinary team. 
 
  
 
The lead researcher facilitated the program which included 
assisting all participants to construct their development plan 
and offer personal coaching to participants. 
 
Outcomes of the program were that senior nurses 
and ward leaders demonstrated significant 
improvements in their transformational leadership 
capability as measured by the MLQ. 
 
   Ward staff’s scores also detected changes in their 
leaders’ leadership capability; in fact recording 
more improvements than scored by the leaders 
themselves. 
  The leadership capability aim of the program was to 
significantly improve transformational characteristics and also 
The authors documented a number of observations 
as a result of the program. Leaders who prior to the 
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to decrease transactional leadership characteristics. program were under-confident transformed into 
clinical leaders who felt in control, and they 
demonstrated more effective ways to manage their 
workload. 
 
Flowers, 
Sweeney, and 
Whitefield 
(2004) United 
Kingdom 
 
Barts and the London NHS 
Trust (BLT) worked with 
the UK Nursing leadership 
Academy (NLA) who 
offered a voluntary three-
year United States program 
which had the aim of 
developing the leadership 
skills of senior nurses. 
The NLA program is a 360 % appraisal system that identifies 
both individual and group leadership strengths  
 
The program works with local nursing priorities, and with the 
leadership development needs of senior nurses. 
 
A pre program review of leadership competencies 
was undertaken. Competencies were grouped into 
six categories: developing people; building 
relationships; communication; leading; standards 
and accountability, and planning and decision 
making. 
 
  Another aim of the program was to create a positive work 
environment through the provision of strong leadership. 
 
Prior to undertaking the program participants 
completed a NLA self assessment of their 
leadership and managerial strengths and 
development objectives. 
 
  The program offered leadership, operational and business 
skills through providing onsite education and access to e-
learning modules through Harvard Business School of 
Publishing. 
 
Coaches identified actions required for participants 
to complete their personal development plans and 
held the participants accountable to these 
objectives. 
 
   Evaluation of the program was completed by two 
heads of nursing within the Trust who undertook 
the program. Also all other participants evaluated 
the program. Evaluation of the taught modules was 
completed at the end of each session. 
  Two of the 19 NLA modules were taught on site. These 
encompassed problem solving and innovation, and goal 
setting 
The feedback of the program was positive and 
plans were being considered to enrol all heads of 
nursing on the program. 
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  The program was offered to 36 senior nurses and modern 
matrons; 33 took part. 
 
The program was conducted over two days. Heads of nursing 
and midwifery coached participants. Prior to coaching 
commencing sessions were held to assist the coaches to 
enhance their coaching skills. 
 
Tourangeau, A. 
2003 
Canada 
Assess the Dorothy M. 
Wylie Nursing Leadership 
Institute to assess if it 
prepared nurses for their 
ongoing leadership role. 
The Institute’s leadership program consisted of a five day 
residency with a booster week-end held 3 months later. 
 
Participation cost in the program was in excess of $3000 
Canadian dollars, which the author considered expensive. 
 
Seventy-three nurses from 28 different Canadian 
healthcare organisations participated in the 
Institute’s program. 
Sixty-seven participants agreed to be part of the 
evaluation of the program. Of the 67 participants, 
30 were established leaders and 37 were aspiring 
leaders. 
 
 The goals of the Institute 
were to deliver a program 
that assists nurse leaders to 
develop effective leadership 
knowledge, skills, and 
attitudes, as well as 
strengthen leadership 
abilities of already 
established nurse leaders 
The program’s learning opportunities were guided by a 
conceptual framework asserting that nurse leaders must have 
competencies in four domains: nursing practice; the business 
of health care, leadership practices, and use of self. 
The program was delivered by three experienced nurse 
leaders and involved didactic sessions, self-reflection, small 
groups discussions focusing on problem solving, coaching 
and networking opportunities. 
 
Participants assessed their own leadership 
practices before and after the Institute’s program. 
Participants also invited their immediate 
supervisor and up to 10 work peers to assess their 
leadership practice before and after the program.  
 
  The major topics explored throughout the program were 
modelled on the leadership competencies identified by 
Kouzes & Posner model (1993). 
 
The Leadership Participatory Inventory (LPI) was 
used to evaluate the leadership practices of 
participants. Both the self-assessment and observer 
versions of the scale were used. 
 
 
 
 
 
  
 
This model identifies five leadership practices that contribute 
to exemplary leadership: Challenge the process; inspire a 
shared vision; enable others to act; model the way, and 
encourage the heart. 
Due to weak internal consistency results for the 
LPI only three self-reported practices could be 
evaluated: challenging the process; inspiring a 
shared vision, and encouraging the heart. 
   Post-program LPI self-scores for both the 
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established and inspiring leaders increased but not 
to a significant level. 
 
   Thirty-one supervisors completed LPI observer 
evaluations of their employee participants before 
the program and 22 supervisors completed LPI 
observer evaluations after the program. These 
supervisors reported statistically significant in 
aspiring and established leaders’ use of two 
leadership practices; challenging the process and 
inspiring a shared vision. No significant increase 
was reported for: model the way, enable others to 
act or encourage the heart. 
 
   Three hundred and twenty peers evaluated the 
program participants’ leadership practices prior to 
undertaking the program and 227 peers evaluated 
the participants’ leadership practices after the 
program. 
 
   Peer observers reported that participants increased 
their leadership practices in all 5 leadership 
practices after completing the program. 
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Duffield, C., 
2005 
Australia 
The value of ‘a master class’ 
as a methodology for 
increasing the leadership 
attributes of nurse unit 
managers in four hospitals in 
an area health service in New 
South Wales was examined. 
The elements of a Master 
Class were distilled from the 
literature and applied to the 
development of a program 
for 18 nurse unit managers 
employed in the four area 
health service hospitals in 
New South Wales. A Delphi 
survey using participants 
determined the 20 most 
important topics from which 
to construct the program. 
The term Master class is used in the creative arts when 
discussing performance, in which a ‘master’ in the field 
uses his/her expertise to analyse and enhance performance 
(Duffield, 2005). 
 
The aim of a Master Class is to improve individual and 
group performance. The Master Class technique 
encourages reflective practice and enhances performance 
through controlled or constructive interactions with peers. 
The goal of such programs is to achieve change or 
improvement in performance. 
Consistent with contemporary theories of leadership 
learning coaching formed an explicit part of the program. 
Innovative approaches to learning were used within the 
program. Many of the program’s activities were planned 
external to the hospital; e.g. the beach, local parks and art 
galleries. 
 
The program was evaluated using a university tool 
comprising 26-items with a 5-point Likert scale.  
This was distributed 6 months after completion of 
the program to allow sufficient time for reflection 
by the participants of their learning from the 
program.  
 
All respondents (n = 14) (three obtained more 
senior positions outside the organisation and one 
retired) ‘strongly agreed’ (5 on the Likert scale) 
that the program had an impact on the following 
areas: allowed them to express their own opinions, 
stretched their minds; encouraged discussion of a 
range of viewpoints and encouraged them to learn 
from each other. 
  Activities, games and exercises that fostered creativity, 
flexibility and team building were included in the program. 
Other innovative approaches: nurse unit managers were 
taken to a sculpture park and asked to give their thoughts 
and feelings about a piece of sculpture that ‘spoke’ to them 
about the difficulties they were having in their role. A 
‘scavenger hunt’, was used when developing team work 
among the participants. 
 
Other areas that were rated high (a mean higher 
than 4) were opportunities by participants to 
choose what they wanted to learn, the value of 
class discussion, and the exercises, which 
participants identified as assisting them to reflect 
on their own experiences.  
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  Sharing narrations and developing case studies formed part 
of the learning experience for nurse unit managers. Topics 
addressed were; dealing with a difficult staff member, 
verbal abuse from medical staff, lack of bed availability, 
delays in admissions, and the cause and consequences or 
organisational errors.  
 
 
  Group discussions around these real life situations 
highlighted for the participants that although they used 
different approaches from time to time to deal with the 
situations, they were in fact dealing with similar issues. 
 
 
  Within the program a variety of position papers written by 
the group of participants.  
 
 
 
 223 
RBWH CREATING LEADERSHIP CAPABILITY 
PROGRAM 
WORKSHOP EVALUATION – COLLATED FEEDBACK 
WORKSHOP 1 (26/07/07) 
 
 
 
Appendix C 
EVALUATION WORKSHOP 1 
 
 
 
 
 
 
 
No. of Participants: 17 
No. of responses: 16 (1 had to leave early) 
 
Content (eg, appropriateness of content covered, relevance to your needs, session outcomes 
clear etc) 
 
• Excellent, very appropriate. 
• Excellent, very relevant, helps us to understand our own traits and those we 
work with. 
• Relevant and appropriate for me, very relevant to us as NUMS. 
• Interesting, informative, well presented, organised effectively, relevant. 
• Good content, good background info for self reflection. Good info for working 
with staff. 
• I really enjoyed the role play done by the theatre group. It gave practical 
examples. Very good. Very  interesting to learn about behaviours and 
personalities. 
• “all of the above” 
• Very appropriate content, found extremely beneficial and relevant. 
• Replay drama is excellent. 
• Excellent, informative and insightful. 
• Very good, relevant to what I need to reflect on my role. 
• Relevant, interesting, QUT group were excellent,  Role play was most effective 
• Very relevant, leadership behaviours, applied theatre group. 
• Exceptional. Role plays were fantastic, literature was great idea. 
• Excellent, I feel that already I can make some changes to the way I manage my 
staff and myself. Reflect, reflect, reflect ! 
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Format (eg, appropriateness for your learning preferences, program structure facilitated your 
learning etc) 
 
• Good refreshing of some previous learned principles. 
• Very appropriate 
• Very appropriate format, keep everyone involved and occupied. 
• Good, productive workshop 
• Enjoyed the format 
• Good, Well structured nice mix of styles and presentations made the day pass 
quickly. 
• Well designed and delivered. 
• Format and presentation suits my style. 
• Completely appropriate. 
• Again, very good, excellent structure and format. 
• Very appropriate 
• I would put applied theatre group in the afternoon as it was more invigorating. 
However the leadership behaviours was very interesting. 
• Good 
• First time in many similar sessions that I have experienced the drama group. 
Excellent ! 
 
 
Facilitators (eg, encouraged interaction, used effective strategies to assist your learning, 
demonstrated knowledge and expertise in the content etc) 
 
• Very interactive, relaxed approach, obvious experience in their areas. 
• Excellent 
• Excellent facilitators 
• Great skills, interactive, engaging 
• Good interaction form facilitators, good use of resources. 
• Very good they both made it very comfortable to contribute. 
• Excellent, all expert in encouraging interaction. 
• Very effective. Especially liked limited role for participants to having to 
participate. 
• Great interaction, used effective strategies. 
• Excellent 
• Very good, enthusiastic 
• Facilitators very good 
• Excellent both sessions relevant , informative and have triggered reflection. 
• Fantastic. QUT excellent ! 
• Facilitators were very good. They created energy and interaction in the group. 
• I found the facilitators spoke at my level. 
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Where there any aspects of the workshop that were particularly effective in 
meeting your needs? 
 
• Great to network with others. 
• All 
• Open discussion 
• Both sessions were effective in promoting self reflection. 
• Enjoyed the role play section. Especially seeing the 3 actors play out the drama 
• Found whole of the workshop useful 
• Role play by actors 
• Role play 
• Understanding behaviours and personalities and effect on leadership. Very 
insightful and interesting. 
• What type of leader I am and where I could change if required. 
• All of them 
• Role plays 
• Really enjoyed the interactive role play section. It was good to discuss and 
problem solve with our peers. 
• Not particularly, the whole day was good at meeting my needs. 
 
Where there any aspects that we could improve upon in the future to better meet 
your needs? 
 
• Possibly would swap the ‘actor’ session to the afternoon. The Odyssey session 
was excellent, but probably more suited to the AM when we were less tired. 
• Reverse the day, Role play in the afternoon and personality profile in the 
morning. 
• No x 3 
• The more real ‘life’ situations discussed the better and more applicable to us 
 
Additional comments 
 
• Thank you, Lesley and Bronwyn. The fact of the program going ahead and your 
approach is great in encouraging me . Re support form the organization. 
• A good day well spent with my peers, good program 
• Thank you for your efforts and time expended on us. 
• Very practical based. 
• Great day, nice to be able to interact with NO4’s across campus. Nice to feel not 
so isolated. 
• Enjoyed day 
• Course is great. Nice to interact with peers. 
• An excellent day, thank you SO much. 
• Thank you 
• Very enjoyable, lovely food. 
• Just knowing people I wish to emulate feel the same as I do ! 
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EVALUATION WORKSHOP 2 
 
•  
 
 
 
 
No. of Participants: 19 
No. of responses: 16 (3 had to leave early) 
 
Content (eg, appropriateness of content covered, relevance to your needs, session outcomes 
clear etc) 
 
• Great session , very relevant 
• Great, performance management tips helpful, HR- solving the mysteries 
• Very good relevant topics 
• Very appropriate, relevant. The NHPPD tool is great, thank you Tim. 
• Excellent, fantastic 
• Very relevant and appropriate 
• All valid topics to the role, things that new NUMS should have access to early in 
their appt. 
• All content extremely relevant 
• Very good 
• Completely relevant 
• Very inclusive many relevant topics 
• Fantastic, I only wish this program had been available when I first became a 
NUM.  It has provided such great information and support . 
• Very good, all the sessions today were relevant for me. 
• Great , very helpful 
• Very good content, many useful and relevant discussions. 
• Good coverage of relevant materials. 
 
Format (eg, appropriateness for your learning preferences, program structure facilitated your 
learning etc) 
 
• Very appropriate 
• Great to hear other peoples experiences and how they deal with the issues. 
• Learning was easy in this format. 
• Good learning format, relaxed 
• Very good 
• Good x2 
• Supportive environment, able to openly discuss topics. 
• Really liked discussion format with ND and Tim. Very common questions 
relevant to all or increased understanding of different NUM areas. 
• Great 
• Relaxed, informative 
• Good spread 
• Excellent 
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• Good to see the other ND and their approach to management. 
• Useful tools and resources (people) identified 
• Good format. Enjoyed the involvement of al the ND 
 
 
Facilitators (eg, encouraged interaction, used effective strategies to assist your learning, 
demonstrated knowledge and expertise in the content etc) 
 
• Good facilitators 
• Great 
• Interaction was positive 
• Enjoyed the interactive nature of session, useful to hear the experiences of 
others.  Facilitators are obviously very real and approachable. 
• Gave great insight 
• Excellent, it was very good to put faces to names. 
• Competent sharing of knowledge and situations. 
• Very approachable, all of ND 
• Fantastic to meet the other ND 
• Excellent 
• Very effective and inclusive 
• Especially found Lisa & Noelle’s session to be of benefit. 
• Enjoyed all the facilitators. Impressed that the directors of nursing 
supported and participated in the programme. Shows a real commitment. 
• Applied well, understood clearly 
• All good speakers, got everyone conversing in content. 
 
 
Where there any aspects of the workshop that were particularly effective in 
meeting your needs? 
 
• Net working, awareness of safety nets. 
• Interactive 
• Behaviour and performance management. 
• NHPPD tool great. Each session had great value. I certainly have a better view. 
• All 
• Performance management session. 
• The interaction with ND 
• Tim Mawson 
• Managing staff, budgets 
• Very good last session !   Tim Mawson’s 
• I especially found Lisa and Noelle’s session to be of benefit. 
• No 
• Really enjoyed the conflict sessions well, Nicolle and Lisa. 
• All very good. Many  thanks 
• Getting lots of resources to refer to. 
 
Where there any aspects that we could improve upon in the future to better meet 
your needs? 
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• None 
• Hard doing on show day. When I work 10 hr shift. It made the day particularly 
long. 
• No remains valuable. 
• Can’t think of any, good scenarios. 
 
 
Additional comments 
 
• A valuable day. 
• As I said, it’s reassuring and even inspiring to see the nursing leadership team 
in action. Thank you, nursing here in good hands. Glad to be a part ! 
• Bronwyn, is it possible to take you up on the offer of showing me the resources 
on the computer. EG: HR stuff.   Just a thought, would the organisation consider 
days like this for all NO 4’s ?? or maybe at appt. of position compulsory district 
O inservice.       Thanks 
• Another great day. 
• Well done thank you 
• Thank you !  Thank you !  Thank you ! 
• Overall a great day 
• Thank you  
• Very good supportive environment 
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EVALUATION WORKSHOP 3 
•  
 
 
 
 
 
No. of Participants: 12 
No. of responses: 12 
 
Content Overall (eg, appropriateness, relevance to your needs, comprehensive, outcomes 
clear etc) 
 
• There are many “moments of significance “for me.  Too many to list 
• Very good, great presentations. 
• Good talks, lunch was particularly good. 
• Very relevant to finish off the program 
• Good, reluctant to finish. Has provided me with breathing space and reflection of 
my ability. 
• Very relevant to our everyday work life and the issues we face. 
• Comprehensive, relevant. Great over the whole program to be able to start 
being relational by the interaction allowed in the group. 
• Excellent, absolutely relevant to my needs. 
• Absolutely “spot on” 
• A wonderful show of difficult leaders and their ways and places. 
• Excellent 
• Excellent program- well addressed to suit management needs of NUMS.  The 
final day was a wonderful reward and highlighted the value and respect Lesley 
has for the NUM position. 
 
Format Overall (eg, appropriateness for your learning preferences, structure facilitated your 
learning etc) 
• So many specific issues addressed, that I was in need of developing. 
• Good 
• Very good x2 
• Very appropriate 
• Excellent, the drama team tie it all together and Bronwyn is fabulous at creating 
appropriate structure. 
• Excellent format for adult learners 
• Relaxed and comfortable. 
• Format was good, a good mix of delivery styles. 
• Excellent x 2 
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Facilitators Overall (eg, encouraged interaction, approachable and engaging, demonstrated 
knowledge and expertise, used effective strategies to assist your learning, etc) 
 
• Engaging, witty 
• Excellent, QUT group fantastic, Odyssey training very useful, sharing 
experiences with others great. 
• Excellent x2 
• Great opportunity for interaction 
• Very good 
• Engaging, fabulous to see the variety of people and approaches. 
• Bronwyn and Lesley excellent, made us feel important. Incredible 
investment of our time in us.  QUT + Odyssey excellent as well. 
• Fantastic facilitation of the program. 
• QUT good again. Talks form nursing directors insightful. 
• Good communicators, interesting to listen to. 
• All wonderful. Fantastic to see nursing directors endorsing programs. 
 
Where any aspects of the program particularly effective in meeting your needs? 
 
• .No, the overall content contributed to thins “falling into place’ for me.  I am 
aware I am on a continuum of learning and will continue to participate in my 
development. 
• The free flow of conversation. 
• Talks from NUMS 
• Took us all out of our comfort zone. Stretched us all a long way. 
• Listening to everyone’s stories and experiences. 
• All 
• Friendly approach great follow up support from Bronwyn very helpful. Thanks 
• Just the practical information you provided. 
• Opportunity to identify personal goals, reflection, successes etc. 
• All of it 
• Cross service line involvement, excellent, sharing experiences with others, 
Odyssey training, QUT group. 
• Just being able to share experiences across all levels of experience, and cross 
divisionally has been of great value. 
 
Are there any aspects that we could improve upon in the future to better meet 
your needs? 
 
• Today was all about us, felt special 
• None x5 
• No the whole program was brilliant. 
• Follow up for HR learning / management speeches 
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Additional comments 
 
• Bronwyn you have done a marvellous job- you really are my “knight in shining 
armour”.  This program literally saved me, that’s not being melodramatic either! 
• Loved the food, thanks for the opportunity. 
• Great lunch, great venue, great presentation from members of the group, Thank 
you Lesley and Bron. 
• I feel re-energised and empowered. 
• Thank you very much for a very worthwhile course.  This should be a 
prerequisite for every NUM. 
• Once again, a great day!  It’s good to hear people’s stories. Refreshing to know 
I’m working with a great team. Thanks again Bron and Lesley for your effort in 
transference of skills and knowledge. 
• Thank you ever so much, this dame at a time when I was very low and it has 
provided me with a range of skills and information that will take me a long way.  I 
feel so much better about myself and my role and for the future of my 
department. 
• Thank you Lesley and  Bron. A great programme.  I feel very reassured that 
NO4’s will flourish and drive the RBWH forward. Great nursing leadership 
Lesley. 
• Thank You 
• A fantastic program, wonderful in making staff feel valued. 
• Thank you for the opportunity to participate- I feel more inclined t put value on 
my position when I see how much value EDNS places on  it.  This value from 
executive level has not been experienced by me to this extent before. 
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EVALUATION TUTORIAL 1 
 
 
 
 
 
 
No. of Participants: 15 
No. of responses: 12 (1participant had to leave early) 
 
Content (eg, appropriateness of content covered, relevance to your needs, session outcomes 
clear etc) 
 
• Good 
• User friendly 
• Very appropriate for our program 
• Excellent sessions on relational skills and awareness. 
• Interesting, relevant 
• Comprehensive, very relevant 
• Team building, my goal. Establishing positive relationships. 
• Good content, lots of useful information to go away and practice. 
• I did not take on much from the first session. This may have been the distraction 
I brought with me. 
• Very appropriate good for consolidating my thoughts, formalising my approach 
• Content was great and will be useful in the ward. 
• Good information 
 
Format (eg, appropriateness for your learning preferences, program structure facilitated your 
learning etc) 
 
• Good 
• Interactive bits were conducive to learning. 
• Interactive, participatory. 
• Group brainstorming – great. Group sharing 
• Encouraged interaction. 
• Good. A little uncomfortable participating openly. I have to force myself and 
make the effort. 
• Great- changed and involving 
• Probably not on a Monday 
• Relevant. Group sessions useful. QUT team really got us thinking. 
• Well set out, structured. Trish Maynard, very professional, relevant. 
• Pleased today was only 4 hours. 
• Not much from QUT facilitators today. Too long on activities. 
 
 
 
Facilitators (eg, encouraged interaction, used effective strategies to assist your learning, 
demonstrated knowledge and expertise in the content etc) 
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• Good 
• Good facilitators 
• Excellent x2 
• Excellent Lesley as usual outstanding it’s the nail on the head. 
• Very good 
• Good facilitators, they were engaging. 
• Trish was brilliant. I did not personally take much from the QUT theatre 
group. 
• Approachable, understood content, clearly knowledgeable. 
• Interaction, Trish know her stuff very well. 
• Enjoyed the facilitators  style and the way they engaged with the group. 
 
Where there any aspects of the workshop that were particularly effective in 
meeting your needs? 
 
• All sections were useful 
• Group work. I was able to benefit from more senior people. 
• Discussion groups. 
• I valued working in group of people I did not know and hearing their ideas. 
• The communication skills will be useful. 
• Reflective of what has been and what can  or will be. 
• The whole thing 
• All, work on reflective communication helpful. 
• Group work, shared experiences. 
• Good aspect of ongoing programs. 
 
Where there any aspects that we could improve upon in the future to better meet 
your needs? 
 
• No 
• Not on a Monday 
• Just repeat for all. 
• Became a little rushed towards the end. 
 
Additional comments 
 
• Am really enjoying the course and feel I’m getting a lot out of it. 
• Thank you once again. 
• Great- I am reinvigorated and re-committed. 
• You can always teach old dogs new tricks ! 
• Another good day spent with peers discussing leadership issues. 
• Time allocated for Tricia – too short, she was rushed towards the end. Again too 
much time on group / pair activities and too short for content. 
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EVALUATION TUTORIAL 2 
 
 
 
 
 
 
 
NO. OF PARTICIPANTS: 16 
NO. OF RESPONSES: 14  
 
Content (eg, appropriateness of content covered, relevance to your needs, session outcomes 
clear etc) 
 
• Enjoyed info on “different hats”  and interaction with ND’s 
• Very relevant and appropriate content. 
• Great content 
• Very relevant and inspiring content. 
• Very relevant 
• Excellent ! very relevant 
• Excellent, really useful 
• Very appropriate, always good to examine how to face difficult conversations 
and learn “battle strategies” 
• I really enjoyed today and got a great deal out of the discussions. 
• Very good 
• Extremely relevant 
• Enjoyed the sessions, a lot of useful scenarios. 
• Relevant and appropriate. 
 
Format (eg, appropriateness for your learning preferences, program structure facilitated your 
learning etc) 
• Excellent, love the interaction. 
• A well structured day. 
• Enjoyable, my birthday today.  It was very informative. 
• Small group work very valuable 
• Good with role play 
• Well set out 
• Very good 
• This was / is one of my deficits and was very beneficial 
• Good utilising strategies to help with learning. 
• Very interesting, kept me interested and involved. 
• Relaxed , very comfortable. 
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Facilitators (eg, encouraged interaction, used effective strategies to assist your learning, 
demonstrated knowledge and expertise in the content etc) 
• QUT-excellent as ever. ND- always benefit from their experience and 
knowledge. Lesley and Bronwyn fantastic as usual. 
• Great facilitation in all sessions. Noel and Lisa are obviously very competent 
and capable nursing directors. 
• Very good 
• Again, having nursing directors sharing their experiences and management of 
same, has been very valuable, real life scenarios. 
• Interactive 
• Great actors, great ND, valuable input. 
• Noelle and Lisa brilliant ! Lesley as usual spot on. 
• QUT staff are excellent, very good to involve NSG directors and hear their views 
and hear of their experiences. 
• Nursing directors + Lesley are very good at passing on their knowledge and 
facilitating useful discussion. 
• Great involvement 
• Extremely beneficial, especially having discussions with ND 
• All very good and engaging. 
• Interactive, certainly approachable, great experience and knowledge. 
 
 
Where there any aspects of the workshop that were particularly effective in 
meeting your needs? 
• Theatre group 
• Being part of the scene, out of the usual was very helpful for memory retention . 
Physically moving. 
• I am enjoying hearing about cross divisional challenges and knowing the issues 
are essentially the same. I am feeling connected with managers of the 
organisation and not just my division. 
• How to engage with “difficult” or some challenging staff. 
• Group interaction. 
• Both sessions useful. De Bono session ( hats ) really relevant. 
• After lunch session. 
• Session was effective in meeting overall needs. 
• The interactive environment helps to stay alert. 
• “ the hats” 
 
Where there any aspects that we could improve upon in the future to better meet 
your needs? 
• No x 3 
• No , great organisation. 
• Discussion is beneficial 
• No the day was great  
• Not sure how it could be improved upon to give better results ? 
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Additional comments 
 
• One of the most impressive thing to me is the time that Lesley is investing in 
us.  I have a very small inkling  of her work load and I think it makes the 
group feel valued that she is sacrificing her time so willingly. 
• Another enjoyable day. 
• I found the continually moving / changing screen distracting.  Great bunch. 
Thank you. Thanks for this, it must have taken a mountain of organising. 
• Great day 
• Can we have Lesley’s info re: setting goals please ? 
• Only negative is timing 10-14.30 as only I have 1 off-line day / week + easier 
to organize whole day off-line rather than 4 hours which means have to do 
roster at home as can not justify whole day off-line for 4 hours, but if on-line, 
can not leave ward. 
• Very valuable programme, sorry I’ll miss next week. 
• Whilst the slides contained relevant inspirational material , I found the 
continued repetition distracting when facilitators are talking. 
• Thanks again ! 
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EVALUATION TUTORIAL 3 
 
 
 
 
 
 
 
No. of Participants: 15 
No. of responses: 12  
 
Content (eg, appropriateness of content covered, relevance to your needs, session outcomes clear etc) 
 
• Very useful, appropriate to my needs in the unit. 
• Content appropriate for my needs 
• Excellent  x2 
• Clear outcome 
• Very relevant to day to day issues, good ideas and repetition of others sharing same 
issues. 
• Continues to be relevant to the ongoing work of NUM 
• Once more provision of more skills for me as a novice leader 
• Great. Loved the stuff on having a vision this morning. This afternoon really made me 
think about my role in regard to what I can improve and maybe remove ! 
• Makes me think about what goals do I need to set. 
• Great content, all relevant , sharing , learning new skills. 
• Relevant, great 
 
 
Format (eg, appropriateness for your learning preferences, program structure facilitated your learning etc) 
 
• Good x2 
• Appropriate 
• Again, I have enjoyed the cross-divisional involvement and finding out that the challenges 
of the role are existent across divisions. 
• Good balance-interactive and informative. 
• Good mix of info and participant involvement. 
• Great !  The QUT drama team are very helpful. 
• Excellent 
• Good for me 
• Different learning modes 
• Very appropriate – enjoy interactive. 
 
Facilitators (eg, encouraged interaction, used effective strategies to assist your learning, demonstrated 
knowledge and expertise in the content etc) 
 
• Morning facilitator ( Brad ) quite confusing – I found his style of interrupting thought 
processes this morning off putting.  As always I enjoyed Janet. 
• Interactive discussion 
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• Great as usual . Lesley you are truly inspirational. 
• Excellent 
• Lesley’s passion for her job is  most evident. 
• Great 
• Good stuff from all the facilitators 
• Good 
• All are excellent, as usual 
• Always encourages interaction. 
• Very effective 
• Great – all of them.  Lesley with great reminder “main job is about clinical standards” 
 
 
Where there any aspects of the workshop that were particularly effective in meeting your 
needs? 
• Afternoon session on strategic planning. 
• Time for reflection. Team around or resources that you can debrief on. 
• All content 
• No 
• I feel empowered now to try again to negotiate staffing level eg: FTE of CNS. For years I 
have negotiated what my clinical needs are with little success.  This year there was not 
even opportunity to do this. I am making an appt. with my ND 
• All interesting content 
• The QUT drama group 
• All 
• Lesley’s talks 
• Just having time to review where I am at and where we want to go as a team 
• Great to ‘write down’ NUM role, delegations etc.  Great having nibblies - thanks 
 
Where there any aspects that we could improve upon in the future to better meet your 
needs? 
• More time in activity with ‘Janet’ 
• No x 2 
• Perhaps but not major ones 
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Additional comments 
• Thank  you Bronwyn and Lesley for organising this course.  I have found it hugely 
beneficial and I have particularly enjoyed meeting and interacting with my peers. 
• Great as usual 
• Once again a great day. Very relevant. Great to hear Lesley’s philosophy. Fantastic 
• Thanks for the great support ;-) 
• Continue to find the programme useful and valuable. 
• Thank you for the time and energy once again 
• Thanks a million for  recognising a need and allowing me to participate 
• Thanks again for your effort. Learning lots. 
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LEADERSHIP DEVELOPMENT  
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PROGRAM DESCRIPTION 
 
Background 
Job satisfaction is an important factor in the nurses’ quality of work life. Nurses’ job satisfaction is 
associated with improved patient and nursing outcomes.  Job satisfaction has been associated 
with nursing staff retention. Retention of nurses is a priority in strategies to address the current 
and future workforce challenges.  There is also evidence which indicates that leader behaviours 
demonstrated by line managers influence nurses’ job satisfaction.   Nurse Unit Managers 
(NUMs) play a pivotal role within the hospital and therefore their own leadership development is 
essential for their own satisfaction and that of the nursing staff who report to them.. 
 
This Leadership Development Program (LDP) acknowledges the significant leadership 
challenges encountered by NUMs. The program will provide individual NUMs with access to 
support and an opportunity to develop and grow the knowledge and skills necessary to provide 
effective leadership. The specific focus of this program is leader behaviours which influence the 
job satisfaction, Certain leadership practices and competencies are necessary for effective 
leadership in all aspects of the NUM role. 
 
Aims 
The aims of this program are to: 
- foster awareness of the pivotal role NUMs play within the hospital 
- increase self awareness of leader behaviours and how these may impact the leaders’ job 
satisfaction and the job satisfaction of nurses 
- enhance NUMs’ leadership capacity of NUMs by providing opportunities to explore and 
develop evidence-based leadership practices and business competencies.   
 
Outcomes 
The expected outcomes from this program are: 
- improved job satisfaction of NUMs and clinical nursing staff 
- increased use of effective leader behaviours and business competencies by NUMs 
- increase NUMs’ confidence to fulfil their pivotal roles within the hospital 
 
Content 
Program content reflects the leader behaviours identified in the literature as impacting on nurse 
job satisfaction.  The core areas are: 
- leader’s vision, visibility and accessibility 
- empowerment 
- participatory decision making 
- supervisory support 
- managing people in teams 
- generating autonomy 
- transformational leadership 
- peer support 
- recognising and valuing nursing work 
- the impact of self as a leader 
- tools for effective leadership 
- critical thinking and problem solving. 
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The intent of the program is not to cover every dimension of leadership, nor to comprehensively 
address all aspects of specific leader behaviours.  Rather, the emphasis is on exploring the 
principles of effective leader practices and business competencies and applying these to the 
NUM context to raise awareness and provide a foundation for individual growth and 
development.    
 
 
Delivery 
The program is delivered using a number of strategies including: 
- collaborative partnership learning 
- experiential learning 
- interactions with expert leaders and content experts 
- scenarios and case studies 
- prophetical medium  
- small group activities 
- group discussion with experts 
- written materials 
- creative thinking exercises 
- interaction with colleagues  
- work-based goals for individual development 
- support from senior nursing staff and hospital resource persons. 
 
These strategies reflect the breadth of experiences necessary for effective leadership 
development by providing opportunities for: personal growth, skill building, development of 
conceptual understanding, reflection on performance through feedback. The leadership 
development principles of assessment, challenge and support are also incorporated.    
 
Evaluation 
There is limited evidence regarding the effectiveness of leadership development programs in 
increasing job satisfaction and leader behaviours. Also LDP effectiveness in increasing nursing 
staff job satisfaction is not well documented. Consequently, the effectiveness of the program will 
be assessed using a number of approaches.   
 
Leader Behaviour 
Leader behaviours will be measured using the Multifactor Leadership Questionnaire (MLQ).  The 
questionnaire will be completed by NUMs and the nursing staff who report to them on three 
occasions:  once prior to participation in the LDP and at three months and six months following 
commencement of the program.  This will enable evaluation of perceived changes in NUMs’ 
leader behaviours following participation in the program. 
 
Job Satisfaction 
The job satisfaction of NUMs and NS will be assessed using the Measure of Job Satisfaction.  
The questionnaire will be completed by NUMs and by the nursing staff who report to NUMs 
enrolled in the program on three occasions:  once prior to the LDP commencing and at three 
months and six months after the commencement of the LDP.  This will enable evaluation of 
changes in reported job satisfaction scores following participation in the program. 
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Comparing group results: Intervention and Control Group 
The program’s effectiveness will be evaluated using a randomised controlled trial (RCT).  This 
will enable comparison of outcomes (job satisfaction and leader behaviours) between NUMs who 
participated in the program, and those who didn’t.  To achieve this, the leader behaviour and job 
satisfaction questionnaires described above will also be completed by a those NUMs in the 
control group and by the nursing staff who report to them. The control group will not participate in 
the LDP.  These NUMs will be provided with reading material on effective leader behaviours 
which impact on nurse job satisfaction and will have continued access to existing leadership 
development opportunities.   
 
Participant Feedback 
Evaluation of participants’ perceptions of the program’s content, teaching strategies and the 
learning environment, plus participants’ perception of the overall program will be obtained using a 
simple survey.  This will provide feedback on the appropriateness and value of the content and 
processes used for the NUM group.        
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PROGRAM OVERVIEW 
 
 
PRE PROGRAM 
Orientation: It is your 
program 
 
 
WEEK 1 WEEK 2 WEEK 3 
Workshop:  
Effective Leadership 
 Workshop:   
Tools for Effective Leaders 
Tutorial:  
Leading individuals in Teams 
Meetings with Program Coordinator 
Development of individual goals (finalised Wk 3) 
 
Week 4 Week 5 Week 6  
Tutorial:  
Empowerment and 
Participatory Decision Making 
in teams 
Tutorial:  
Focusing for Results 
Leading the Team as an 
Effective Leader 
 
Focus on individual goals with support from Resource Persons 
Meetings with Program Coordinator 
 
Week 7 Week 8 Week 9 
 
 
  
Focus on individual goals with support from Resource Persons (cont’d)  
Meetings with Program Coordinator (cont’d) 
 
Week 10 Week 11 Week 12 
  Workshop:   
 Leadership Journeys 
Focus on individual goals with support from Resource Persons 
(cont’d) 
Meetings with Program Coordinator (cont’d) 
Planning for ongoing 
development and support 
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PROGRAM ORIENTATION 
 
Format 
1 ½ hours (1030 – 1200)   
Refreshments provided 
 
Purpose 
- provide an introduction to the LDP  
- prepare participants for the learning experience 
 
Expected Outcomes 
Participants will be able to: 
- explain the importance of a leader’s vision, visibility and accessibility 
- start to develop capability to generate a shared vision 
- describe the theoretical framework underpinning empowerment 
- experience participatory decision making 
- experience collaborative partnering and supportive supervisory relationship 
- demonstrate critical self assessment 
- develop team functioning processes 
- experience the value of peer support and how to generate this 
- identify what is expected of them as participants 
- identify the supports and resources available to them  
- recognize the challenge of the program to them as individuals 
- begin identifying individual development goals.  
 
Content Summary 
- brief background / study overview 
- context of program for NUM  
• staff satisfaction  
• satisfaction and NUM relationship 
• significance of effective leadership 
- overview of the LDP 
- explanation of participant materials and supports (i.e. program outline, dates, 
resources etc)  
- instruction regarding individual goals 
- creative thinking exercises 
 
Key Strategies 
- collaborative learning 
- interaction with expert facilitators and peers to problem solve real life based 
scenarios 
- presentation and discussion of relevant information 
- individual / group activities  
- creative thinking time to critical self reflect 
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INDIVIDUAL GOALS 
 
Format 
Plan finalised by end of Week 3 
Completed over the 12 weeks of the LDP 
 
Purpose 
- provide a focus for development which is specific to the needs of the individual 
NUM and his/her work unit/ward. 
 
Expected Outcomes 
Participants will be able to: 
- identify 2 to 3 individual goals related to improving their leader behaviours which 
will improve work environment 
- identify strategies, obstacles, measures for achievement and timeframes for 
each of the goals 
- present a summary of achievements and challenges to co-participants in Week 
12. 
 
Key Strategies 
- developed in consultation with the Program Coordinator and relevant support / 
resource persons  
- template provided to document plan 
- weekly / fortnightly progress reviews and support 
- reflective journal / file notes to self to track progress  
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WORKSHOP:  EFFECTIVE LEADERSHIP 
 
Format 
8 hours (0800 – 1630) 
Meals provided 
 
Purpose 
- challenge the participants’ understanding of leadership  
- discuss the integral role of critical thinking and problem solving in effective 
leadership 
- model effective leader behaviours that influence nurse job satisfaction 
- overview the principles of effective leader behaviours that influence nurse job 
satisfaction 
- discuss the significance of effective leader behaviours for nurse job satisfaction 
 
Expected Outcomes 
Participants will be able to: 
- explain the importance of a leader’s vision, visibility and accessibility 
- start to develop capability to generate a shared vision 
- experience and start to build skills for supportive supervisory relationship 
- demonstrate critical self assessment 
- develop team functioning processes 
- experience the value of peer support and how to generate this 
- identify what is expected of them as participants 
- identify the supports and resources available to them  
- recognize the challenge of the program to them as individuals 
- begin identifying individual development goals.  
 
Content Summary 
- ‘what is leadership’ and ‘what distinguishes effective leadership’ 
- dimensions of leadership  
- application in the context of the NUM role  
- critical thinking in leadership: self, others, goals, planning, decision making, 
understanding the system and problem solving as leaders 
 
Core leader behaviour content areas (relevant to nurse job satisfaction): 
- Individuals in Teams – interpersonal skills, conflict resolution, team function 
and performance, communication skills 
- Participatory Decision Making – empowering and involving staff, facilitating 
autonomous practice   
- Focusing for Results – identifying and setting goals / standards, 
communicating expectations / outcomes, leading change 
- Awareness of Self – risk taking, trust of staff, response to conflict and change, 
time management, prioritisation. 
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Key Strategies 
- Applied Theatre (prophetical- scenarios acting out real leadership challenges 
experienced by NUMs) 
- presentation and discussion of relevant principles: understanding behaviours 
- work-based scenarios and activities 
- critical reflection: personality profiling – what makes you tick? “Bird profiling”. 
 
  
 249 
WORKSHOP:  TOOLS FOR EFFECTIVE LEADERS 
 
Format 
8 hours (0800 – 1630) 
Meals provided 
 
Purpose 
- review business competencies which influence nurses’ job satisfaction 
- discuss the significance of effective management/business as a NUM  
- provide a summary of resources and reference persons available  
 
Expected Outcomes 
Participants will be able to: 
- describe the principles underpinning good financial, human resource and 
operational management within a ward environment 
- demonstrate skills and knowledge to build and monitor a budget 
- developing foundational skills and knowledge for business competencies 
- managing people and how this influences nurses’ job satisfaction  
- recognize the impact management practices have on staff 
- identify challenges for own practice through critical reflection. 
 
Content Summary 
Core content areas (relevant to nurse job satisfaction) 
- Financial – budget: resource and FTE management, expenditure variance 
- Human Resource – rostering and policies and guidelines 
– People – performance / behaviour management 
–                how it affects a leader 
- Operational management – time management, self management and the 
value of written goals. 
 
Key Strategies 
- presentation and discussion of relevant principles related to business 
competencies 
- work-based scenarios and interactive activities with hospital’s experts in these 
competency areas 
- critical reflection 
- provision of relevant policies and hospital guidelines 
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TUTORIAL:  Leading Individuals in Teams 
 
Format 
4 hours (1000 – 1430)  
Lunch provided 
 
Purpose 
- explain the importance of the leader’s vision, visibility and accessibility to the 
team 
- encourage reflection on current approaches as a leader to interpersonal 
interactions and communication 
- increase awareness of the role of critical thinking in understanding interpersonal 
relationships and team function 
- know yourself as a leader: strengths/developmental areas 
- know your team – each individual’s strengths/developmental areas 
- discuss practical approaches as a NUM to managing conflict and fostering 
effective interpersonal / team relationships 
- discuss the significance of interpersonal behaviours in relation to nurse job 
satisfaction 
- giving effective feedback 
- coaching and mentoring 
 
Expected Outcomes 
Participants will be able to: 
- describe and explain relevant leadership practices 
- recognize behaviours / personalities that challenge them as individuals 
- discuss the effect of these behaviours on team function and performance 
- identify and describe leader behaviours to manage conflict and foster effective 
interpersonal relationships 
- identify challenges for own practice through critical reflection. 
 
Content Summary 
- the relevant leadership practices 
- challenging behaviours  
- team function and performance 
- effective people strategies - interpersonal skills, conflict resolution, 
communication 
- approaches to resolving conflict and fostering individual / team relations 
 
Key Strategies 
- demonstration of relevant leadership practices 
- prophetical scenarios – effective leader behaviours in a team 
- presentation and discussion of relevant principles 
- work-based scenarios and activities 
- interaction with content experts 
- critical reflection 
  
 251 
TUTORIAL: EMPOWERMENT & PARTICIPATORY 
DECISION MAKING 
 
Format 
4 hours (1000 – 1430) 
Lunch provided 
 
Purpose 
- challenge assumptions about, and approaches to, participatory decision making  
- review principles of effective participatory decision making 
- consider the challenges and benefits of participatory decision making 
- discuss the significance of participatory decision making in relation to nurse job 
satisfaction 
 
Expected Outcomes 
Participants will be able to: 
- describe and explain relevant leadership practices 
- identify decisions which are appropriate for participatory decision making 
- describe the degrees of participation and when they would be most appropriate 
- demonstrate and discuss participatory decision making in action 
- identify challenges to participatory decision making and strategies to overcome 
these 
- discuss the benefits of participatory decision making 
- identify challenges for own practice through critical reflection. 
 
Content Summary 
- relevant leadership practices 
- knowing which decisions to involve staff in  
- how much to involve staff (spectrum of participatory decision making) 
- how to involve staff 
- requirements for effective participatory decision making 
- benefits and challenges 
 
Key Strategies 
- presentation and discussion of relevant principles 
- demonstration of relevant leadership practices 
- work-based scenarios and activities 
- critical reflection 
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TUTORIAL:  FOCUSING FOR RESULTS: LEADING THE 
TEAM:   
 
Format 
4 hours (1000 – 1430) 
Lunch provided 
 
Purpose 
- stimulate reflection on current approaches as a leader to goals and change 
- discuss practical approaches to setting and communicating goals and 
expectations  
- review the key behaviours for leading effective change 
- discuss the significance of goals and clear expectations in relation to nurse job 
satisfaction 
 
Expected Outcomes 
Participants will be able to: 
- describe and explain relevant leadership practices 
- identify and describe the characteristics of effective goals 
- discuss and demonstrate effective communication of goals 
- describe the principles of leading effective change 
- identify challenges for own practice through critical reflection. 
 
Content Summary 
- setting goals 
- communicating goals 
- how to engage and motivate staff toward goals 
- leading effective change 
- the role and responsibilities of leaders in setting goals and leading change 
 
Key Strategies 
- demonstration of relevant leadership practices 
- presentation and discussion of relevant principles 
- work-based scenarios and activities 
- critical reflection 
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WORKSHOP:   LEADERSHIP JOURNEYS 
 
Format 
8 hours (0800 – 1630) 
Meals provided 
 
Purpose 
- review achievements and challenges from participants’ individual plans  
- celebrate achievements 
- demonstrate learned leadership practices 
- focus on leader behaviours needing additional attention as identified by 
participants  
- establish processes and support for ongoing development 
 
Expected Outcomes 
Participants will be able to: 
- describe and explain relevant leadership practices 
- acknowledge and celebrate the achievements of themselves and their 
colleagues 
- recognize areas requiring further individual development 
- identify processes and support available for ongoing development 
 
Content Summary 
- presentations from participants 
- leader behaviours as determined by participants (yet to be decided) 
 
Key Strategies 
- presentation and discussion of relevant principles 
- work-based scenarios and activities 
- interactive experiences with peers 
- critical reflection 
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Appendix D 
EMAIL TO PROFESSOR TRAYNOR 
 
From:  Lesley Fleming 
To: m.traynor@mdx.ac.uk 
Date:  20/04/2007 14:02:21 
Subject:  Request to seek permission to use Measure of Job Satisfaction Instrument 
 
Good afternoon Professor Traynor, 
  
Please see attached letter seeking permission to use Measure of Job Satisfaction instrument in my 
study. 
  
I look forward to your response. 
  
Regards, 
  
Lesley Fleming 
  
Associate Professor Lesley Fleming 
Executive Director Nursing Services 
Royal Brisbane and Women's Hospital HSD 
LG Floor, Dr James Mayne Building 
Butterfield Street, Herston  Qld  4029 
Ph:  (07) 3636 8226 
Fax:  (07) 3636 1922 
Email:  lesley_fleming@health.qld.gov.au 
  
This e-mail, including any attachments sent with it, is confidential and for the sole use of the 
intended recipient(s).  This  confidentiality is not waived or lost if you receive it and you are not 
he intended recipient(s), or if it is transmitted/received in error. 
  
Any unauthorised use, alteration, disclosure, distribution or review of this email is prohibited.  It 
may be subject to a statutory duty of confidentiality if it relates to health service matters. 
  
If you are not the intended recipient(s), or if you have received this e-mail in error, you are asked 
to immediately notify the sender by e-mail message and destroy any hard copies made. 
 
 256 
 
 257 
 
PRE SURVEY LETTER 
 258 
SUMMARY OF TOOLS FOR HREC 
MEASURE OF JOB SATISFACTION 
(TRAYNOR AND WADE, 1993) 
Each item is rated on a 5 point Likert scale in response to the question:  
How satisfied are you with this aspect of your job? 
1 = very dissatisfied 
2 = dissatisfied 
3 = neither satisfied nor dissatisfied 
4 = satisfied 
5 = very satisfied 
 
The feeling of worthwhile accomplishment I get from my work 
The extent to which I can use my skills 
The contribution I make to patient care 
The amount of challenge in my job 
The extent to which my job is varied and interesting 
What I have accomplished when I go home at the end of the day 
Then standard of care given to patients 
The amount of personal growth and development I get from my work  
The quality of my work with patients 
The amount of independent thought and action I can exercise in my work 
The time available to get through my work 
The amount of time available to finish everything I have to do 
The time available for patient care 
My workload 
Overall staff levels 
The way I am able to care for patients 
The amount of time spent on administration 
The amount of support and guidance I receive from my supervisor 
The opportunities I have to discuss my concerns 
The support available to me in my job 
The overall quality of the supervision I receive in my work 
The degree of respect and fair treatment I receive from my boss 
The degree to which I feel part of a team 
The people I talk to and work with  
The contact I have with colleagues 
The valued placed on my work by my colleagues 
The amount of pay I receive  
My clinical grading  
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The degree to which I am fairly paid for what I contribute to this organization 
My prospects for promotion 
The opportunities I have to advance my career 
The match between my job description and what I do  
How secure things look for me in the future of this organization 
The amount of job security I have 
The opportunity to attend courses 
Time off to attend courses 
Being funded for courses 
The extent to which I have adequate training for what I do 
 
MULTIFACTOR LEADERSHIP QUESTIONNAIRE 
(BASS AND AVOLIO, 1997) 
Raters read a brief descriptive statement about leadership behaviours before rating how 
frequently the behaviour is observed.  The questionnaire also had a version for self-
report. 
0 = Not at all 
1 = Once in a while 
2 = Sometimes 
3 = Fairly often 
4 = Frequently, if not always 
 
Sample statements include: 
The leader reassures others that obstacles will be overcome 
The leader emphasizes the importance of having a collective sense of mission 
The leader articulates a compelling vision of the future 
The leader gets others to look at problems from many different angles 
The leader spends time teaching and coaching 
The leader makes clear what one can expect to receive when performance goals are 
achieved 
The leader directs attention toward failures to meet standards 
The leader takes no action until complaints are received 
The leader avoids getting involved when important issues arise 
The leader heightens others’ desire to succeed 
The leader is effective in meeting organizational requirements 
The leader uses methods of leadership that are satisfying  
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Appendix E 
 
Normality testing 
Normality testing of Nurse Unit Managers’ Demographic Data 
The demographic data for the NUMs included The NUMs’ age was normally 
distributed with skewness and kurtosis consistently between +1 and -1 hence, a two sample t 
test was used to compare the mean age between the groups.  In the variable, duration in the 
role, for combined nurse unit manager groups there was a 69% difference between the mean 
3.6 and the median of 2.5. The SDs also exceeded one-half of the mean, SD 3.1; the data 
therefore was not normally distributed (Lang & Secic, 2006). In the variable; number of 
nurses reporting to the nurse unit manager, for combined NUM groups, the difference 
between the mean and the median was 3.08: the mean 33.08 and the median 30, however the 
SDs exceeded one-half of the mean (SD 22.03): therefore the distribution differed from 
normality in both variables, the number of nurses reporting to the NUM, and, duration in the 
current NUM role. Number of years in managerial experience was also not normally 
distributed: mean 6.39; median 4.00 and SD 5.6. The data curves for duration in role, and in 
the number of nurses reporting to the NUM, were skewed to the right in the intervention 
group.  Skewness was not present in the control group. Non-parametric tests (Mann-Whitney 
U test) were thus used to compare the mean differences between the two groups for duration 
in role, number of nurses reporting to the NUM, and number of years in managerial 
experience.  
 
 Normality testing of Nurse Unit Managers’ Baseline Outcome Scores 
At nurse unit managers’ baseline testing, all of the continuous outcome variables were 
normally distributed, for both the intervention and control group, because the data curves of 
these outcome variables were nearly bell-shaped and symmetrical. The skewness values were 
consistently between +1 and -1, the mean of the two groups were similar, and the SD of each 
group did not exceed one-half of its mean. Thus the distribution of all of the continuous 
outcome variables did not differ from normality for either of the nurse unit managers’ groups. 
To evaluate any difference between the experimental and control groups prior to the 
intervention being implemented t-tests were completed. 
 
  
 261 
As well as the assumption of normality, Levene’s test for homogeneity of variance was 
used to check the assumption of equal variances in the demographic variables of age, duration 
in role, number of staff reporting to the NUM, and duration of managerial experience; equal 
variances could be assumed as there was no significant differences in the variances. For the 
outcome variables of the two NUM groups the Levene’s test for equality was performed in 
each case and checked to be <.05 in order to meet the assumption that samples were drawn 
from populations having equal variances. Therefore, the assumptions of equal variance for the 
outcome variables were met. The results of the descriptive and inferential statistics for the 
nurse unit managers are presented in the following relevant sections of this chapter. 
 
Normality testing of Nursing Staff Baseline Demographic Data 
Age of nursing staff was normally distributed with skewness and kurtosis consistently 
between +1 and -1; hence, a two sample t test was used to compare age between groups. 
However, skewness was present in the variable ‘duration employed in the current work unit’ 
for both the combined group data and for each of the individual groups. Consequently, the 
non-parametric test, Mann-Whitney U test, was used to compare the difference between the 
two groups for this variable.  
 
Normality testing of Nursing Staff Baseline Outcome Scores 
At nursing staff’s baseline testing, all of the continuous outcome variables were 
normally distributed, for both the intervention and control group, because the data curves of 
these outcome variables were nearly bell-shaped and symmetrical. The skewness values were 
consistently between +1 and -1, the mean of the two groups were similar, and the SD of each 
group did not exceed one-half of its mean. Thus the distribution of all of the continuous 
outcome variables did not differ from normality for either of the nursing staff groups. To 
evaluate any difference between the experimental and control groups prior to the intervention 
being implemented t-tests were completed.  
 
For the outcome variables of the two nursing staff groups the Levene’s test for equality 
was performed in each case and checked to be <.05 in order to meet the assumption that 
samples were drawn from populations having equal variances. Therefore, the assumptions of 
equal variance for the outcome variables were met. The results of the descriptive and 
inferential statistics are presented in the following sections of this chapter. 
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Appendix 5.2 
 
Table 5. 5 Baseline MJS scores of Nursing Staff (NS) at baseline: Means with Standard 
deviations (S D). 
 
Measures  Intervention 
(n=333) 
Baseline 
Control (n 
=277) Baseline    
t-test for 
equality of 
means 
P – 
value* 
MJS – Personal Satisfaction 
Subscale 
3.6 (.63)        3.6 (.71) 0.749 0.454 
MJS – Satisfaction with 
Workload Subscale 
3.3 (.73) 3.1 (.78) 2.965 0.003 
MJS - Satisfaction with 
Professional Support 
3.6 (.76) 3.6 (.77) 0.414 0.679 
MJS - Satisfaction with 
Training Subscale    
3.2 (.74) 3.3 (.75) -0.495 0..620 
MJS - Satisfaction with Pay 
Subscale    
3.0 (.95) 2.9 (1.00) 1.352 0.177 
MJS - Satisfaction with 
Prospects Subscale 
3.6 (.59) 3.6 (.63) 1.418 0.157 
MJS - Satisfaction with 
Standard of Care Subscale 
3.7 (.82) 3.5 (.82) 1.683 0.093 
 
 
 
MJS – Overall Satisfaction  3.5 (.58) 3.4 (.61) 1.608 0.108 
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Table 5.6 MLQ scores of Nursing Staff (NS) Intervention Group and Control Group at  
baseline: Means with Standard deviations (S D). 
 
 
Measures  Intervention 
(n=333) 
Baseline 
Control (n =277)  
Baseline    
t-test for 
Equality of 
means 
P – value* 
MLQ – Idealized Influence 
(Attributed) 
2.7 (1.06)        2.7 (1.02) -0.208 0.835 
MLQ – Idealized Influence 
(Behaviour) 
2.6 (.98) 2.5 (1.05)  0.728 0.467 
MLQ – Inspirational 
Motivation 
2.7 (1.04) 2.8 (1.01) -1.097 0.273 
MLQ – Intellectual 
Stimulation 
2.4 (1.07) 2.4 (1.03)  0.796 0.426 
MLQ – Individualized 
Consideration 
2.3 (1.08) 2.3 (1.10)  0.185 0.853 
MLQ – Contingent Reward 2.4 (1.136) 2.5 (1.05) -0.369 0.712 
MLQ – Management by 
Exception (Active) 
2.1 (1.00) 2.1 ( .92)  0.046 0.963 
 
 
 
MLQ – Management by 
Exception (Passive) 
0.8 (0.97) 0.9 ( .97) -0.537 0.591 
MLQ – Laissez-faire 
Leadership 
0.7 (0.88) 0.7 (.94) -0.836 0.404 
MLQ –Extra Effort 2.2 (1.10) 2.2 (1.09) -0.100 0.920 
MLQ –Effectiveness 2.8 (1.09) 2.8 (1.05)  0.263 0.792 
MLQ – Satisfaction 2.8 (1.15) 2.8 (1.16)  0.486 0.627 
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Table 5.14 MLQ scores six months after commencement of intervention (Time two): 
Comparison between Nurse Unit Managers who did and who did not receive the 
intervention. Based on completed matched pairs. 
 
 
* Mean difference  
† 95% Confidence intervals 
 ‡ 2-sided level of significance 
Measures  Intervention  
(n=16) 
Time 2 
Control  
(n =15) 
Time 2 
MD* (95%CI)† P -value‡ 
MLQ – Idealized 
Influence (Attributed) 
3.1 (.31) 3.2 (.61) -0.033 (-0.38 TO 0.32) 0.847 
MLQ – Idealized 
Influence (Behaviour) 
3.2 (.44) 3.2 (.56) -0.075 (-0.44 TO 0.29) 0.681 
MLQ – Inspirational 
Motivation 
3.1 (.34) 3.2 (.44)  0.913 (-0.20 TO 0.38) 0.527 
MLQ – Intellectual 
Stimulation 
3.1 (.42) 3.4 (.57) -0.280 (-0.65 TO 0.92) 0.135 
MLQ – Individualized 
Consideration 
3.4 (.39) 3.4 (.41) -0.044 (-0.34 TO 0.25) 0.759 
MLQ – Contingent 
Reward 
4.0 (.34) 3.1 (.58) -0.027 (-0.32 TO 0.37) 0.872 
MLQ – Management 
by Exception (Active) 
1.7 (.86) 1.8 (1.0) -0.065 (-0.75 TO 0.62) 0.847 
 
 
 
MLQ – Management 
by Exception 
(Passive) 
0.6 (.43) 0.7 (.69) -0.095 (-0.51 TO 0.32) 0.646 
MLQ – Laissez-faire 
Leadership 
0.4 (.43) 0.4 (.50)  0.018 (-0.32 TO 0.36) 0.912 
MLQ –Extra Effort 2.8 (.50) 3.0 (.50) -0.125 (-0.49 TO 0.24) 0.494 
MLQ –Effectiveness 3.2 (.41) 3.2 (.63) -0.008 (-0.40 TO 0.38) 0.964 
MLQ – Satisfaction 3.3 (.38) 3.3 (.58) 0.041 (-0.32 TO 0.40) 0.816 
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Table 5.16 Mean difference in MLQ scores in the NUM control group between baseline and 
Time one (paired t-test). 
 
Measures Mean (SD) 
* 
t-score MD†   
 
(95%CI)‡ P -
value§ 
Idealized Influence (Attributed)    
Baseline 3.02 (0.72)     
Time 1 3.04 (0.69) -0.14 (18)  0.02 - 0.24;  0.20 0.887 
Idealized Influence (Behaviour)     
Baseline 3.10 (0.50)     
Time 1 3.06 (0.51)  0.31 (18) -0.04 -0.22;  0.29 0.754 
Inspiration Motivation     
Baseline 3.14 (0.48)     
Time 1 3.23 (0.49) -1.12 (18)  0.09 -0.26;   0.07 0.274 
Intellectual Stimulation     
Baseline 3.28 (0.48)     
Time 1 3.21 (0.52)  0.92 (18) -0.07 -0.10;   0.25 0.369 
Individualised Consideration    
Baseline 3.31 (0.40)     
Time 1 3.34 (0.50) -0.28 (18)  0.03 -0.22;   0.17 0.781 
Contingent Reward      
Baseline 2.92 (0.48)     
Time 1 3.01 (0.34) -0.90 (18)  0.09 -0.35;   0.79 0.380 
Management by Exception Active   
Baseline 2.07 (0.70)     
Time 1 1.85 (0.82)  0.80 (18) -0.22 -0.15;  0.12 0.431 
Management by Exception Passive    
Baseline 0.63 (0.52)     
Time 1 0.64 (0.53) -0.19 (18)  0.01 -0.18;  0.18 0.848 
Laissez-faire      
Baseline 0.57 (0.50)     
Time 1 0.57 (0.57) 0.00 (18)  0.00 -0.12;  -0.34 1.00 
Extra Effort      
Baseline 2.68 (0.60)     
Time 1 2.71 (0.58) -0.27 (18)  0.03 -0.30;   0.23 0.786 
Effectiveness      
Baseline 3.13 (0.41)     
Time 1 3.09 (0.63) -0.36 (18) -0.04 -0.17;   0.25 0.721 
Satisfaction      
Baseline 3.23 (0.58)     
Time 1 3.31 (0.67) -0.67 (18)  0.08 -0.32;   0.16 0.506 
S* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
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Table 5.19 MJS scores three months after commencement of intervention (Time one): 
Comparison between Nursing staff reporting to Nurse Unit Managers who did and who did 
not receive the intervention. Based on completed matched pairs. 
 
* Mean difference  
† 95% Confidence intervals 
‡2 -sided level of significance 
Measures  Intervention 
(n=235) 
Time 1 
Control  
(n =181) 
Time 1 
MD* (95%CI†) P -value‡ 
MJS – Personal 
Satisfaction 
Subscale 
3.6 (0.64) 3.7 (0.65)  -0.04 (-0.17 TO 0.08) 0.474 
MJS – Satisfaction 
with Workload 
Subscale 
3.4 (0.69) 3.4 (0.68)  0.07 (-0.05 TO 0.20) 0.277 
MJS - Satisfaction 
with Professional 
Support 
3.7 (0.74) 3.8 (0.72)  -0.06 (-0.20 TO 0.07) 0.380 
MJS - Satisfaction 
with Training 
Subscale    
3.3 (0.73) 3.4 (0.77)  -0.04 (-0.18 TO 0.10) 0.590 
MJS - Satisfaction 
with Pay Subscale    
3.1 (0.95) 3.1 (0.98)  0.08 (-0.09 TO 0.27) 0.357 
MJS - Satisfaction 
with Prospects 
Subscale 
3.7 (0.59) 3.7 (0.68)  0.00 (-0.11 TO 0.13) 0.914 
MJS - Satisfaction 
with Standard of 
Care Subscale 
 3.8 (0.72) 3.7 (0.74)  0.66 (-0.10 TO 0.17) 0.632 
 
 
 
MJS – Overall 
Satisfaction  
3.5 (0.54) 3.5 (0.57)  0.39 (-0.10 TO 0.11) 0.930 
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Table 5.20 MJS scores six months after commencement of intervention (Time two): 
Comparison between Nursing Staff reporting to Nurse Unit Managers who did and who did 
not receive the intervention. Based on completed matched pairs. 
 
 
* Mean difference  
† 95% Confidence intervals 
‡2 -sided level of significance 
 
Measures  Intervention 
(n=157) 
Time 2 
Control  
(n =121) 
Time 2 
MD* (95%CI)† P –value‡  
MJS – Personal 
Satisfaction 
Subscale 
3.6 (0.66) 3.7 (0.70) -0.022 (-0.18 TO 0.13) 0.785 
MJS – Satisfaction 
with Workload 
Subscale 
3.5(0.61) 3.3 (0.79)  0.161 (-0.00 TO 0.32) 0.058 
MJS - Satisfaction 
with Professional 
Support 
3.7(0.73) 3.7 (0.76)  0.006 (-0.17 TO 0.18) 0.944 
MJS - Satisfaction 
with Training 
Subscale    
3.4. (0.74) 3.4 (0.80) -0.049 (-0.23 TO 0.13) 0.598 
MJS - Satisfaction 
with Pay Subscale    
3.1 (.96) 3.1(0.99) -0.006 (-0.23 TO 0.22) 0.957 
MJS - Satisfaction 
with Prospects 
Subscale 
3.7 (0.55) 3.7 (0.63)  0.024 (-0.11 TO 0.16) 0.728 
MJS - Satisfaction 
with Standard of 
Care Subscale 
 3.8 (0.71) 3.7 (0.79)  0.014 (-0.16 TO 0.19) 0.872 
 
 
MJS – Overall 
Satisfaction  
3.7 (0.55) 3.5 (0.62)  0.028 (-0.11 TO 0.16) 0.689 
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Table 5.21 Mean difference in Nursing staff MJS scores in the intervention group between 
baseline and Time one (paired t-test). 
 
MJS Sub-scale Mean (SD)* t-test (df) MD† (95%CI) ‡ P-value 
§ 
Personal Satisfaction      
Baseline 3.61 (0.66)     
Time 1 3.63 (0.65) -0.75 (231)  0.02 - 0.10;   0.04 0.451 
Work load      
Baseline 3.36 (0.72)     
Time 1 3.42 (0.68) -1.92 (232)  0.06 -0.12;  0.00 0.055 
Professional Support      
Baseline 3.69 (0.76)     
Time 1 3.73 (0.73) -0.36 (232)  0.04 -0.08;  0.05 0.718 
Training      
Baseline 3.25 (0.74)     
Time 1 3.35 (0.73) -2.36 (232)  0.10 -0.18;  -0.16 0.019 
Pay      
Baseline 3.08 (0.96)     
Time 1 3.13 (0.94) -1.15 (232)  0.05 -0.15;  0.03 0.250 
Prospects      
Baseline 3.68 (0.56)     
Time 1 3.70 (0.57) -0.41 (232)  0.02 -0.7;  0.04 0.681 
Standards of Care      
     Baseline 3.69 (0.83)     
      Time 1 3.77 (0.70) -1.83 (232)  0.08 -0.15;  -0.00 0.068 
Overall Satisfaction      
     Baseline 3.51 (0.58)     
      Time 1 3.55 (0.55) -1.86 (231)  0.04 -0.09;  -0.00 0.064 
 
* Mean (standard deviation) 
† Mean difference  
‡ 95% Confidence intervals 
§  2-sided level of significance 
 
 
  
 269 
Table 5.25 MLQ scores three months after commencement of intervention (Time one): 
Comparison between Nursing Staff reporting to Nurse Unit Managers who did and who did 
not receive the intervention. Based on completed matched pairs. 
 
* Mean difference  
† 95% Confidence intervals 
‡2 -sided level of significance 
 
Measures  Intervention 
(n=235) 
Time 1 
Control  
(n =181) 
Time 1 
MD* (95%CI)† P -
value‡ 
MLQ – Idealized 
Influence 
(Attributed) 
2.7 (1.02) 2.8 (.99) -0.180 (-0.38 TO 0.01) 0.077 
MLQ – Idealized 
Influence 
(Behaviour) 
2.5 (1.00) 2.7 (.97) -0.142 (-0.33 TO 0.05) 0.156 
MLQ – 
Inspirational 
Motivation 
2.7 (1.02) 2.8 (1.02) -0.129 (-0.33 TO 0.07) 0.210 
MLQ – 
Intellectual 
Stimulation 
2.4 (1.02) 2.6 (1.03) -0.147 (-0.35 TO 0.05) 0.155 
MLQ – 
Individualized 
Consideration 
2.4 (1.12) 2.5 (1.08) -0.175 (-0.39 TO 0.04) 0.116 
MLQ – 
Contingent 
Reward 
2.5(1.05) 2.6 (1.00) 0.096 (-0.30 TO 0.10) 0.355 
MLQ – 
Management by 
Exception 
(Active) 
2.1 (0.98) 2.0 (1.05) 0.095 (-0.10 TO 0.29) 0.354 
 
 
 
MLQ – 
Management by 
Exception 
(Passive) 
1.0 (.87) 0.9 (.92) 0.101 (-0.07 TO 0.27) 0.268 
MLQ – Laissez-
faire Leadership 
0.87 (.97) 0.83 (.98) 0.044 (-0.14 TO 0.23) 0.651 
MLQ –Extra 
Effort 
2.1 (1.09) 2.4 (1.04) -0.235 (-0.44 TO -0.02) 0.029 
MLQ –
Effectiveness 
2.8 (1.11) 2.9 (.98) -0.144 (-0.35 TO 0.06) 0.176 
MLQ – 
Satisfaction 
2.8 (1.11) 3.0 (1.07) -0.152 (-0.36 TO 0.06) 0.168 
 270  
Table 5.26 MLQ scores six months after commencement of intervention (Time two): Comparison between 
Nursing Staff reporting to Nurse Unit Managers who did and who did not receive the intervention. Based on 
completed matched pairs. 
 
Measures  Intervention 
(n=153) 
Time 2 
Control  
(n =118) 
Time 2 
MD* (95%CI)† P -value‡ 
MLQ – Idealized 
Influence 
(Attributed) 
2.8 (1.06)        2.8 (1.05) -0.027 (-0.28 TO 
0.22) 
0.833 
MLQ – Idealized 
Influence 
(Behaviour) 
2.7 (1.00) 2.6 (.96)  0.032 (-0.20 TO 
0.27) 
0.791 
MLQ – 
Inspirational 
Motivation 
2.8 (1.00) 2.7 (1.06)  0.108 (-0.13 TO 
0.35) 
0.389 
MLQ – 
Intellectual 
Stimulation 
2.6 (1.02) 2.5 (1.04)  0.033 (-0.21 TO 
0.28) 
0.791 
MLQ – 
Individualized 
Consideration 
2.5 (1.08) 2.4 (1.10)  0.068 (-0.19 TO 
0.33) 
0.611 
MLQ – 
Contingent 
Reward 
2.6 (1.06) 2.5 (1.00)  0.082 (-0.16 TO 
0.33) 
0.515 
MLQ – 
Management by 
Exception 
(Active) 
2.1 (1.01) 1.9 (1.02)  0.177 (-0.07 TO 
0.42) 
0.161 
 
 
 
MLQ – 
Management by 
Exception 
(Passive) 
0.9 ( .94) 0.9(.96) -0.030 (-0.26 TO 
0.19) 
0.794 
MLQ – Laissez-
faire Leadership 
0.9 ( .99) 0.7 (.95)  0.161 (-0.07 TO 
0.39) 
0.178 
MLQ –Extra 
Effort 
2.3 (1.14) 2.4 (1.10) -0.075 (-0.34 TO 
0.19) 
0.585 
MLQ –
Effectiveness 
2.8 (1.08) 2.8 (1.05) 0.015 (-0.24 TO 
0.27) 
0.905 
MLQ – 
Satisfaction 
2.9 (1.15) 2.8 (1.23) 0.051 (-0.23 TO 
0.33) 
0.725 
 
* Mean difference  
† 95% Confidence intervals 
‡2 -sided level of significance 
 
